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THE EVOLUTION OF BINOCULAR AND STEREOSCOPIC VISION 
IN MAN AND OTHER ANIMALS* 


BY 


WILFRED HARRIS, M.D., F.R.C.P. 
Consultant Physician, St. Mary’s Hospital, London 


Many years ago, on leaving the National Hospital in 
Queen Square, where I had been house-physician for 
two years, I began a series of experimental work in 
Sir Victor Horsley’s laboratory in University College on 
various animals, birds, and reptiles to study the subject 
of binocular vision and the path of the pupil reflex fibres 
to light. My results after two years were given in a 
paper to a special meeting of the Neurological Society 
in December, 1899, where I showed my microscopical 
sections of the chiasma in the chameleon, toad, pigeon, 
owl, rabbit, and cat, demonstrating the Marchi degener- 
ation in the chiasma and optic tracts of the pigeon and 
rabbit, and in the optic lobes of the pigeon and the 
pons of the cat, after enucleation of one eye under 
anaesthesia. In addition, the course of the pupil fibres 
was suggested by the partial posterior decussation of 
Meynert’s fountain decussation, following wounds of 
the anterior corpus quadrigeminum. Later on, this work 
was published (Harris, 1904). I developed the view that 
the successive improvements in accuracy of vision by 
binocularity, and finally by stereoscopic vision, were 
correlated with the importance, indeed the necessity, for 
certain groups of animals and birds, which live by hunt- 
ing and chasing other living creatures for food, to 
acquire good vision. 

Thus the shrikes and swallows, the hawks, owls, and 
eagles required and developed the greatest acuity and 
accuracy of vision, largely binocular, and amongst 
mammals the Carnivora developed almost perfect frontal 
position of the eyes and commencing stereoscopic vision. 
In the highest group, primates and man improved greatly 
the scope and accuracy of focusing by stereoscopic vision, 
but no longer for the purpose of hunting food or 
escaping from enemies, but in association with the de- 
velopment of the hand—in the monkey and apes mainly 
for inspection of objects of food seized by the hand ; 
and, finally, in man there was the much greater develop- 
ment of the thumb and the resulting use of the hand in 
association with good stereoscopic vision for every kind 
of manual and artistic work. Indeed, foveal acuity of 
vision has probably diminished in the most civilized races 
of mankind, though some—the Hottentots, some Indian 
natives, and the Tierra del Fuegians—are credited with 
far keener vision than the average white races. Yet the 
cerebral development of macular vision in man, both in 
area of cortex and stereoscopic power of brain recep- 
tion and perception, has without doubt greatly increased. 


*A “ birthday ” lecture at St. Mary’s Hospital Medical 
School on December 5, 1952. 





Stained sections of the chiasma in the chameleon, 
toad, owl, and pigeon demonstrated that there was 
total decussation of the optic nerves, while Marchi 
specimens of pigeon chiasma showed conclusively that 
the decussation of all the fibres was complete. Simi- 
lar Marchi specimens of rabbit’s chiasma showed that 
a very few fibres did turn back into the optic tract 
of the same side, but practically the decussation was 
total. Neither of the owls survived the operation of 
enucleation long enough to obtain the osmic acid stain- 
ing for Marchi degeneration, but the appearance of the 
cut sections showed that there could be no doubt that 
the decussation in the owl was as complete as in the 
pigeon. There was good contraction of the pupils in the 
pigeon and owl to light shone directly on one eye, but 
no trace of consensual contraction in the other eye. 
Birds have voluntary power of contraction of the pupil, 
so a little care must be taken in testing their pupil's 
reaction to light, but after doing the test several times 
the bird gets accustomed to it. 

I had a grey African parrot as a pet in those days, and 
its pupil was much easier to test, owing to the light 
coloured background. I remember trying to dilate its 
pupil with a drop of atropine, as I wanted to look at 
the retina and pecten, but the only result was that it 
stopped talking for a week. Birds’ voluntary power of 
contracting the pupil is due to their having striated muscle 
in the iris which is unaffected by atropine. Marchi 
degeneration in the cat’s chiasma showed much more 
semi-decussation than in the rabbit’s, about one-third of 
the fibres turning back into the optic tract of the same 
side. In man the proportion of fibres decussating is said 
to be about seven to five. Consensual contraction of the 
pupil in the cat is well marked, but is absent in the 
rabbit owing to the almost total decussation. 


Panoramic versus Binocular Vision 


Vision in the rabbit and hare is completely panoramic, 
with no vision directly forwards, and they may even run 
forwards towards the gun when trying to escape. Several 
fish and reptiles and many varieties of birds have good 
binocular vision, though in all of them the decussation of 
the optic nerves in the chiasma is complete, and ih none 
is there any consensual reaction of the pupil to light, 
even in the most frontally placed eyes of the owl, which 
may subtend an angle as wide as 150 degrees in the barn 
owl, compared with the human parallel optic axes, with 
the corneae in a horizontal line. 
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Although the chameleon has complete decussation of 
the optic nerves, yet it has the power of the most com- 
plete convergence of the eyes, with perfect binocular 
vision when seizing a fly or mealworm. Its eyes are 
stalked and covered with horny skin except for a small 
opening in front, at the bottom of which the small black 
pupil can be seen. When the animal is lively enough 
in the spring its eyes may be seen to move about quite 
independently in slow jerky motion, like searchlights ; 
one eye may be pointed directly forwards and the other 
backwards at an angle of 180 degrees or 90 degrees 
vertically. If one eye catches sight of a fly or mealworm 
within range at a distance of a few inches, the eye 
remains fixed on it, while tht other eye is brought round 
slowly until the two eyes are fixed on the morsel in perfect 
convergence. Then the mouth slowly opens and the 
sticky tongue appears ; this is then flashed out, taking 
the grub unerringly, and withdrawn into the mouth. The 
tongue is not hinged at the front of the lower jaw as it 
is in the toad, which throws its tongue forward in an 
arc, as though on a hinge, and the fly or cockroach 
is gone in a flash, even quicker than in the chameleon’s 
act. 

In 1942 a remarkable book was published in America 
by G. L. Walls on the vertebrate eye, which by his per- 
mission I quote from freely in this paper. He states that 
associated with the perfect convergence of the chameleon’s 
eyes is the highly developed retina, with a central 
fovea and yellow spot macula, the only animal besides 
the primates which has a macula ; it has 756,000 cones 
per mm.’ in its fovea, which is deeper and even more 
developed than the human. Walls devotes five pages to 
the evolution of binocular vision, and these are entirely 
given up to the question of the fusion of images and 
the perception of distance, though elsewhere he says, 
“The hunters tend towards frontality so as to have the 
best vision of the prey they are pursuing, while the 
hunted tend to retain laterality of eye position so as to 
be able to detect an enemy coming from any direction.” 
He does not stress the idea that it is the carnivorous 
habits of certain reptiles, birds, and animals which have 
led to the evolution of binocular vision, or that stereo- 
scopic vision has been perfected in the primates, and 
especially in man, in association with the development 
of dexterity of the hand for intricate work. In all other 
respects Walls’s book is a mine of information, and my 
references to types of retinae and foveae are almost 
entirely quoted from it. I feel so sure, however, that 
the view of evolution of binocular and stereoscopic 
vision which I put forward nearly fifty years ago is 
correct, that I am venturing to discuss it once again. 


Acuity of Vision 


The marmots, or prairie dogs, have strongly lateral eyes 
like the rabbit, with little power of lateral movement and 
with panoramic vision, and for similar reasons, being vege- 
tarian and requiring to avoid their enemies from both sides 
at the same time. Yet their acuity of vision compares in 
accuracy with human sight, for their retina, without foveae 
and containing only cones and no rods, compares in resolv- 
ing power over its whole area with that of the human fovea. 
They have yellow lenses, which must mitigate the intensity 
of full daylight on the cones. On the whole, diurnal animals 
have a majority of cones in the retina, and pure cones only 
in the fovea or area centralis, while nocturnal animals have 
mostly rods; the owl’s cones have become much more 
slender and rod-like in appearance, and the bird has no 
central fovea, only a temporal one. Many birds have two 
foveae, central and temporal. Diurnal birds, such as finches, 


have mostly cones and comparatively few rods, and in 
hawks and eagles, and even in the common sparrow, cones 
are packed very closely in the fovea—400,000 per mm.? in 
the sparrow—while in the hawk, Buteo, no fewer than 
1,000,000 cones per mm.’ are found. This hawk’s retina, 
with an eye as large as the human, has nearly twice the 
resolving power of the human fovea, while the visual acuity 
of some hawks and eagles is at least eight times that of man. 

The sharp sight of vultures is well known, because of 
the great distances from which they can recognize a dying 
animal. Being carrion feeders on the ground, unlike hawks 
and eagles, which chase and capture their prey, often on the 
wing, vultures have no temporal fovea and do not require 
highly developed binocular vision.. Even the shrike, or 
butcher bird, has much more acute vision than man. A 
falconer in the Middle Ages used to carry on his saddle a 
caged shrike which, after the hawk was loosed, would re- 
main excited and fearful as long as the small bird could see 
the hawk, though long out of sight of the falconer. 

A curious structure in the bird’s eye is known as the 
pecten, a comb-like rugose outgrowth from the edge of 
the optic disk, very vascular and pigmented, but containing 
no nerve fibres. It is smaller in nocturnal birds, but its 
function is quite unknown. 

Vision may be defined as the reaction to light of certain 
cells known as visual cells in the retina, which is a cup- 
shaped structure pushed out from the optic lobe in the brain 
on each side, consisting of visual cells backing on to an 
external limiting membrane and a pigment layer, supported 
externally by a tough fibrous envelope known as the sclera. 
This is enormously thickened in the whales, so as to make 
the eye almost immovable. The visual cells consist of rods 
and cones, the latter being particularly useful in focusing, 
and are found especially in the area centralis or macula and 
the fovea, or central vision point in the retina. The fovea 
in all animals and birds possessing one is avascular, no 
capillaries intervening between the layer of optic nerve 
fibres in front and the visual cells at the back of the retina ; 
otherwise the focused image on the fovea would be blurred. 

Sphenodon, a New Zealand lizard with nocturnal habits, 
is the only terrestrial vertebrate with a pure rod retina. Such 
vision is called scotopic, and cone vision photopic. Rods 
are more sensitive to light than cones, are distributed especi- 
ally in the external parts of the retina, and are more useful 
than cones in dim light. They are bathed on the outside 
in the visual purple, derived from the pigment layer, which 
is known as rhodopsin. The retina may be more or less 
bleached by exposure to strong light for several minutes, 
but the rhodopsin is gradually reaccumulated on the rods 
within about half an hour. Vitamin A is a valuable aid to 
such reaccumulation, and during the late war was made use 
of in readapting the vision of night-fighters by the adminis- 
tration of halibut oil. 


Rays and Vision 


The light which strikes the outer layer of visual cells 
through the inner transparent layers of the retina may be 
direct light vibrations from a source of light such as the sun, 
an electric lamp, or a candle. These vibrations of radiant 
energy are electro-magnetic in nature and have a speed in 
vacuo of about 186,000 miles per second whatever their 
source. Those vibrations which we call visible light are 
restricted to a band whose wavelengths vary from about 
1/3,000 of an inch at the red end of the spectrum to 
1/6,250 of an inch at the violet end. Those rays on the 
longer side of the red end are the infra-red or heat rays ; 
and still further and with increasing wavelengths are the 
Hertzian waves of wireless telegraphy which are up to 
10,000 metres, or about six miles, in length. Beyond the 
shorter violet rays are the still shorter ultra-violet rays, with 
chemical action, and further still come the shorter x rays, 
gamma rays from radium or from atomic explosions, and 
finally the cosmic rays, whose wavelengths may be as short as 
1/6,000,000,000 of an inch. They have enormous penetrat- 
ing power, and have been shown to pierce several feet of 
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lead. All these rays travel at the same speed, and astrono- 
mers and physicists assert that nothing can travel faster than 
light in vacuo. 

Long wireless waves are constantly travelling all round 
the world, being reflected downwards by the Heaviside layer 
in the upper atmosphere and passing perhaps through our 
bodies without our being conscious of them, but the shorter 
bands of heat and light rays are arrested by material objects, 
while the still shorter ultra-violet rays can in quantity 
damage us, and the still shorter x and gamma rays may be 
useful in destroying cancer cells but at the same time may be 
very dangerous. The shortest rays of all, the cosmic rays, 
we know little about, but it is believed that they reach our 
galaxy from the almost infinitely distant nebulae. In the 
upper atmosphere they ionize the air, producing ozone from 
the oxygen, which shields us from the destructive excess of 
ultra-violet rays in sunlight. Sir Spencer Jones, Astronomer 
Royal, in his foreword to a book recently published, 
Across the Space Frontier, comments on the risk from 
the destructive ultra-violet rays in the unfiltered sunlight 
that space travellers would encounter. 

So it is just one small band, less than an octave, of 

medium short waves, which have the power of producing 
light when they strike a solid object and are then reflected 
into our eyes and retinae, that enable us to see the world 
around us. These rays entering our eyes are focused by 
the cornea and especially by the lens to form an inverted 
image of the object upon the fovea, the central point of 
vision in the retina. Traversing the transparent layers of 
optic nerve fibres and ganglion cells and nuclear layers, the 
rays impinge on the cones in the fovea and on the rods and 
cones around the macula and the peripheral parts of the 
retina, and start electric currents. These pass inwards to the 
layer of nerve fibres and then along the optic nerves, de- 
cussating at the chiasma, so that rather less than half turn 
back into the optic tract on the same side, while the larger 
remainder cross over to the opposite side, the stimuli in each 
case reaching the two external geniculate bodies, where the 
impressions from both retinae are laid over each other al- 
ternately, thus Jaying the foundation of stereoscopic vision. 
Thence the optic radiations carry the stimuli to the visual 
cortex in the two occipital lobes on the inner side around 
the calcarine fissure; lower retina to lower cortex, and 
upper retina to upper cortex. Thus the upper halves of 
our total visual field are perceived by the lower half of 
our visual cortex, and the lower visual field by the upper 
visual cortex. That this is so is proved by the fact that a 
lesion of the upper lip of the calcarine cortex and the cuneus 
above produces a blind area or scotoma in the lower visual 
field, and a lesion of the lower calcarine area and lingual 
lobe causes a scotoma in the upper half of the visual 
field. 
Now comes the difficulty. We know from the optics of 
the eye that the image of any object seen is inverted on 
the retina. Why then do we see objects in their correct 
position, and not upside down? There is no known 
anatomical explanation of this, and so we must assume that 
there is some psychological reversal of the visual impression 
after it has reached the visual cortex. This reversal of the 
retinal inverted image is not a. monopoly of the human 
brain, but must apply to all the lower animals, birds, rep- 
tiles, and mammals whose lenses focus on the retina in the 
same way as ours. It has been suggested that the baby 
gradually learns from experience, but a day-old foal will 
nuzzle his mother in the correct manner from the start with- 
out any teaching or experience, so it must see its mother 
the right way up. 

A few instances have been reported of young children 
aged about 6 who, after an illness such as measles, or a 
head injury, or even after atropine has been put in the eye, 
may for several weeks see all test letters upside down and 
may draw objects such as houses and people in the inverted 
position. Mirror writing, which comes naturally to some 


children, is due to a somewhat similar process of psycho- 
logical inversion. 


Evolution of Retina 


_The most primitive light receptor is a spot of black 
pigment as is found in a unicellular microscopic animal, 
Pouchetia cornuta, or in the pigment in the surface epi- 
thelium of the earthworm, where light may cause chemical 
changes. The first approach to an actual eye is probably 
that of the limpet, Patella, in which a special layer of cells line 
the bottom of a depression in the skin. A further advance 
is the pin-hole camera type of eye in the nautilus; then, 
more elaborate and with focusing lens, the ocellus of the 
scorpion ; then the snail, Murex, with a covering cuticle or 
cornea ; and, lastly, the most highly organized of the pre- 
vertebrate eyes, that of the octopus and decapods, such as 
Sepia and Loligo, the cuttle fish, which have retina, vitreous, 
and spherical lens, with focusing power of moving the lens 
forwards or backward from the cornea, but very little, if 
any, binocular vision. These cuttle fish require highly 
organized and rapid variations of focus as they travel at 
speed over varying coloured backgrounds of sea-bed, so as 
to co-ordinate by their nervous reflexes the changing colours 
of the skin. Though these molluscs have such a highly 
developed eye, comparable to that of the higher mammals 
and human beings, the structure of their optic nerves and 
their central connexions show no evidence of binocular or 
stereoscopic vision, and there is no decussation ‘of the optic 
nerves, which pass direct into the lobes of the supra- 
oesophageal ganglia, a primitive brain. 

In passing, I might comment on the fact that the squid 
and the octopus have anticipated Sir Frank Whittle by many 
millions of years in their discovery of jet propulsion, with 
the difference that their method of movement is backwards, 
or retropulsion. At the same time they have the power of 
hiding from an enemy by ejecting from the ink sac into 
the jet a cloud of dark brown pigment, hence the name 
Sepia, or, as the fishermen call it, the pen-and-ink fish. They 
are, by the way, extremely good eating. It is remarkable 
that the order Mollusca includes one of the most primitive 
eyes in the limpet and one of the most highly developed in 
the cuttle fish. 

Varieties of Retina 


The vision of all vertebrates may be classed as either 
diurnal or nocturnal. The latter will have retinae rich in 
rods, which are more sensitive to dim light than cones. 
Diurnal vision requires numerous cones, which give clarity 
of images with focusing in good light, so the foveae of 
diurnal vertebrates are pure cone. It is not only in relative 
numbers but also the relative amount of rod or cone sub- 
stance that is important. This is brought about by an 
actual increase in size of the eyes, as in hawks, eagles, owls, 
the larger mammalia, primates, and man. Most birds, being 
active by day, have retinae rich in cones, but many animals 
require retinae of a mixed type and rich in rods—such as 
the Carnivora, wolves, lions, tigers, leopards, and foxes, as 
many a country farmer has reason to regret on finding his 
hen-roosts depleted in the morning. Large eyes in the Ungu- 
lata (horses and oxen), apes, and man allow of great num- 
bers of rods to be interspersed among the cones without 
diminishing diurnal vision, while increasing their nocturnal 
powers in twilight and moonlight ; thus man and the Carni- 
vora especially are able to stay up and pursue their gangster 
business after the birds have gone to bed. 

The cone is said to be the older of the two visual cells, 
and is of special value for focusing and sharp definition, 
though less sensitive in dim light than the rods. The human 
fovea is pure cone, but outside the macula rods outnumber 
the cones by 20 to 1. This greater sensitivity of the rods 
is demonstrable when looking at a faint star. If you look 
directly at it the star seems to disappear, but reappears on 
looking just to one side of it. The belt of Orion is a good 
test for this point. Or try the brightest star in the Pleiades, 
Alcyone, who with her six sisters, daughters of Atlas, were 
chased for five years by the hunter Orion and his dog Sirius, 
the brightest star in our sky, until Zeus saved them by 
translating them all to the heavens above. 
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variable thicknesses of retinae, with twin cones as well as 
single ones. The eel has 3,000,000 rods per mm.’ which is 
surprising, for its habitat in adult life in fresh-water lakes 
and canals would not seem to call for a very sensitive 
retina. The life story of this fish is altogether remarkable. 
When the adult after some years feels the urge to migrate 
its eyes grow enormously in size, the fish becomes silvery, 
makes its way down the streams to the sea, and thence 
across the ocean to the clear Sargasso Sea in the West 
Indies. Here they breed, and the adults then die, while 
the young elvers grow to a few inches in length and then 
slowly make their way back across the ocean to the estua- 
ries and rivers whence their parents came, and ultimately 
grow to adult form in the ditches, lakes, and canals whence 
their parents migrated. 


Vision in Deep-sea Fish 


The more numerous the rods are in a retina the more 
sensitive is it to light, and the rods become greatly elongated 
and slimmer, so that greater numbers can be packed in the 
same space. This is found in the retinae of deep-sea fish, 
which dwell at the depth of a mile or more and live in 
Cimmerian darkness. They never see anything but the 
photophores or phosphorescent lamps carried by friends or 
enemies. This luminescence of deep-sea fish is produced by 
bacteria in tiny tubules in the skin, and this light the fish can 
conceal at will. About 96.5% of all deep-sea creatures are 
luminous. It has been claimed that some of them have as 
many as 25,000,000 rods per mm.’ of retina. Some have 
tubular eyes, fixed in their sockets and immovable, as in the 
owl, but placed parallel for good binocular vision, others 
have the eyes fixed for upward vision. 

Some freshwater fish have partial binocular vision, for a 
trout can take a fly quickly on the surface of the pool. It 
is, however, but an amateur at the job compared with the 
archer-fish, Toxotes jaculator, which can spit a thin stream 
of water from beneath the surface to hit and bring down a 
fly in the air several inches above the water. It has a nar- 
row binocular field, but no fovea. As Walls remarks, “If 
his shooting depends on his sight of the fly in air when 
seen from under the surface, he must have a truly trigono- 
metric range-finder in his brain to cope with the ever vary- 
ing distortion of angles, size and distances.” If the water 
is smooth a fish can see out of the water anything sub- 
tended by an angle of slightly greater than a right angle 
with his eye. A person on the bank would look like a 
tiny doll, which would enlarge the nearer it approached 
the surface. 

Dryophis, the East Indian long-nosed snake, has good 
binocular vision, due to its having a temporal fovea. It is 
one of the only two genera that have a fovea, has the 
sharpest sight of all snakes, and is a most accurate judge 
of distance. Its pupil is shaped like a keyhole and is placed 
very laterally on the head, which slopes sharply forwards 
to its pointed nose, making its view quite unobstructed for 
good binocular vision. 


Carnivorous Birds 


Though many birds have two foveae, central and temporal, 
the owl has only a temporal fovea. The barn owl has the 
most frontally placed eyes of all birds, with a visual angle 
of about 150 degrees, compared with the human parallel 
eyes at 180 degrees. Its retina, being adapted for nocturnal 
vision, has comparatively few cones but mostly rods, except 
in its temporal foveae, with which its marked binocular 
vision enables it to focus and seize the little voles and field 
mice that are its usual prey. Owing to the owl’s nocturnally 
adapted vision, if it is caught out in the open daylight it 
is partly blinded by the strong light and is apt to lose its 
way, and may get mobbed by small birds. Its eye is partly 
tubular in shape and is quite immovable in its socket, but 
to compensate for loss of ocular movement the owl has 
the extraordinary power of rotating its head on its neck to 
an angle of 270 degrees, or three-quarters of a circle. 


Fish-eating Birds 


The cormorant, Phalacrocorax, has the most powerful 
accommodation of all birds for compressing the lens by 
the ciliary muscle. Its lens, which is as soft as the turtle’s, 
can be compressed into a pear shape giving an accommoda- 
tion power of 40 to 50 dioptres, so essential in following 
his prey under the water. The gannet, Sula bassana, has 
only central foveae, and so cannot focus its distance when 
diving from a height into the sea after a fish. This has 
been proved by fastening a fish on a floating board, when 
the bird has been seen to transfix the board with its beak. 
The kingfisher has both central and temporal foveae. It 
generally dives into a stream from a perch above a pool, 
having focused a fish beneath the water with its central 
fovea, but the moment its head is beneath the water it must 
change its focus to its very external temporal fovea, using 
good binocular vision in this way as it spears the fish with 
its pointed bill. The swallow too requires the greatest 
accuracy in focusing power for catching flies and chafers 
at speed on the wing. 

Many insects, especially the dragon-fly, and some 
Crustacea have round or oval protruding compound eyes, 
built up of conical-shaped lenses fixed with their bases 
against a smooth membrane or cornea, so that vision of 
objects behind the fly or lobster is possible. Anyone who 
has tried to stalk a fly from behind must often have noticed 
this point for himself. 


Colour Vision 


Colour vision has been demonstrated in fish, reptiles, and 
birds by training them to take food from different coloured 
containers. Coloured objects reflect only those coloured 
rays which we see, absorbing all the rest of the rays of the 
spectrum. Many street lamps, though excellent illuminants, 
are very poor in red rays, though rich in green and blue; 
consequently at night our hands and faces will appear 
corpse-like in hue, as there are no red rays in the light 
that illuminates them. 

For many years the Young—Helmholtz trichromic theory 
—red, yellow, and blue, or red, green, and violet—disputed 
pre-eminence with Hering’s view of three colour substances 
in the retina, white-black, red-green, and yellow-blue. 
There are seven primary clours in the spectrum—red, 
orange, yellow, green, blue, ultramarine-indigo, and violet 
—and Granit has suggested that there are seven different 
receptors in the retina, one for each primary colour. This 
theory has been further developed by Hartridge as a poly- 
chromatic theory, which seems likely to oust the older 
theories, neither of which explains various forms of colour- 
blindness, which can be satisfactorily explained by the poly- 
chromatic theory. 

Some brilliant effects of colour, such as the vivid green 
of some beetles’ wings and the coloured eyes of peacocks’ 
feathers and of butterflies’ wings, are due to excrescences 
on the material of the wings acting like a diffraction grating, 
a piece of plate-grass engraved by a diamond with very 
close parallel lines, over 12,000 to the inch. These fine 
lines at their edges break. up white light into its spectral 
colours, and it would be just as useless to try to extract 
coloured substances from the peacocks’ feathers or butter- 
flies’ wings as it would be to do so from a rainbow. 


Conclusions 


Hitherto we have traced the development and value 
of binocular vision as an assistance to carnivorous fish, 
reptiles, amphibia, and birds in catching their prey. 
When we examine the vision of mammals the same and 
increasing value of binocular vision and frontal placing 
of the eyes is seen in the Carnivora as compared with the 
browsing and grass-eating animals, which have panor- 
amic vision and almost total decussation of the optic 
nerves. The semi-decussation of the nerves in the 


a = fb“ oa 


an, 





erful 
3 by 
tle’s, 
oda- 
wing 

has 
vhen 


yhen 
eak. 


ool, 
tral 
nust 
sing 
with 
test 
fers 


yme 
yes, 
ASes 

of 
vho 
ced 


ind 
red 
red 
the 
its, 
le; 
ear 
ht 


ry 
fed 
Des 
pe. 


let 
nt 
his 
ly- 
ler 


e 
h, 


id 
ig 
e 
[= 
ic 








Aua. 8, 1953 


VISION IN- MAN AND OTHER ANIMALS 


301 


BRITIsH 
MEDICAL JOURNAL 





Felidae and other Carnivora now introduces an addi- 
tional element of value—namely, stereoscopic vision, by 
which I mean that the images from both eyes are now 
beginning to be laid over one another alternately in the 
visual centres, first, in the external geniculate bodies, 
and thence via the optic radiations in the calcarine and 
neighbouring cortex. This factor doubtless increases the 
accuracy of fusion of images in depth. 


Development of the Hand and Thumb in Co-ordination 
with Stereoscopic Vision 

In the higher mammalian group of primates and man 
the importance of catching living food has disappeared, 
as apes and monkeys are mostly fruit eating, and man 
also is largely fruit eating and agricultural. There is 
now a more important reason for the development of 
stereoscopic vision of the highest type, in the increasing 
importance of the hand in seizing objects for inspection, 
and for important manual work of all descriptions 
requiring accurate vision. No one could watch the 
monkeys in the outdoor cages at the Zoo without noticing 
how they use the hand and vision in co-ordination for 
receiving and inspecting the morsels offered to them. 
Though improvement in vision for hunting animal food is 
no longer necessary, the human hand is an immense 
improvement on that of the monkey, chimpanzee, or 
gorilla—in the development of the thumb and thenar 
muscles in proportionate strength and the power of 
opposition of the thumb to the other fingers. By this 
improvement the value of the hand as a working tool 
acquires much greater delicacy of movement and co- 
ordination with vision in its manifold uses of building 
and of manufacturing tools, objects of vertu, and works 
of art of every description, as exemplified by a Michel- 
angelo or a Raphael in sculpture and painting, or a 
Cellini in gem making. In these arts the closest co- 
ordination of eye and hand is essential, but with musical 
instruments vision plays little part in the marvellous 
execution of a Paganini or an Abbé Liszt. Here the 
ear and memory, and the intensity of practice, take the 
place of vision. 

The monkeys and apes have concentrated on develop- 
ing all four limbs with four hands, as Quadrumana, and 
the South American monkeys have added even a fifth 
“hand” in their prehensile tail, thus making an ideal 
machine for tree-climbing and swinging from branch to 
branch, and enabling them to travel long distances along 
the upper regions of the primeval forests without danger 
from carnivorous enemies on the ground. The offshoot, 
man, has concentrated on his fore-limb only, and by 
hand and vision combined—with increasing brain 
development, the acquisition of speech, and the discovery 
of fire, of agriculture, firearms, steam power, electricity, 
the telephone, the internal combustion motor, and, lastly, 
the means of flying, in ever-hastening speed of inven- 
tion—has gradually developed from his doubtful posi- 
tion as a cave man to his present supremacy in the living 
world. 

We have yet to see whether the most recent and most 
powerful invention, atomic fission, will be harn ssed for 
peaceful production of power for all the nations, when 
all the coal and oil have been used up, or whether it 
will lead to the greatest means of destruction of civiliza- 
tion in history. 
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The place of the sulphonamides and of penicillin in 
ocular infections mainly due to Gram-positive organisms, 
and of streptomycin in infections mainly due to Gram- 
negative organisms, is now well established. None of 
these agents has, however, proved of much use in virus 
infections, except that the sulphonamides are valuable 
in the treatment of trachoma and in inclusion blennor- 
rhoea, with penicillin almost as effective in the latter 
infection. The newer antibiotics with their alleged 
efficacy over a wider range of viruses offer the possibility 
of therapeutic agents in ocular infections which are due 
to viruses and are not readily controlled. Outstanding 
among these are dendritic ulcer, disciform keratitis, 
epidemic keratoconjunctivitis, and herpes ophthalmicus. 
Dendritic ulcer of the cornea, a not uncommon con- 
dition, shows varying severity and a tendency to frequent 
relapses. Disciform keratitis, with its dense interstitial] 
infiltration, generally leads to much loss of vision from 
the resultant interstitial fibrosis.. Ocular complications 
of herpes ophthalmicus, which include a variety of 
corneal reactions, iridocyclitis, both active and quiescent, 
and episcleritis, as well as destructive corneal ulceration, 
are serious considerations. Epidemic keratoconjunctivitis 
is the least significant from the point of view of resultant 
damage, but its prolonged course, marked symptoms, and 
occasional sequels of dendritic ulceration and disciform 
keratitis, as also the frequency with which it occurs 
during epidemic periods, present problems of some 
magnitude. Evidence for the virus origin of these 
affections is best in herpes ophthalmicus, and almost as 
definite in dendritic ulceration and in disciform kera- 
titis ; the virus origin of epidemic keratoconjunctivitis is 
less definitely established. Whilst there is little doubt 
that the first three of these affections are due to a virus 
of the herpes group, such little as is known of the 
morphology of the virus of epidemic keratoconjunctivitis 
suggests that it has some affinity to the virus of trachoma. 
The assumption that viruses are responsible for a variety 
of other nondescript corneal and iris reactions has as 
yet little support. 


In the present study an attempt has been made to 
assess, experimentally and clinically, the value of the 
different modes of administration of aureomycin, 
chloramphenicol, and terramycin. The difficulties in 
establishing experimental virus lesions in animals on 
which these agents could be tested have precluded any 
experimental assessment of these drugs. We have had 
to rely instead on clinical observations. — 
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Aureomycin 
Experimental Studies 

Intraocular Levels on Systemic and on Subconjunctival 
Administration.—Preliminary findings in the rabbit gave the 
following tentative results. (1) Intramuscular injection 
(100 mg.): No aureomycin could be demonstrated in the 
aqueous, vitreous, and cornea after two and four hours, 
except for one reading of 0.8 »g./ml. in the aqueous of one 
rabbit. (The blood level was adequate at two hours.) (2) 
Subconjunctival injection (10 mg.): At one and a half and 
two and a half hours there were tangible levels in the 
aqueous (2 and 1.25 ug./ml. respectively) and in the cornea 
(10 and 20 ug./g. respectively). The levels in the vitreous 
were lower (0 and 0.5 »g./ml. respectively). 

Using a plate diffusion method, with B. subtilis as the 
test organism, the results recorded in Table I were obtained. 
It will be seen that levels reached with aureomycin when 


Taste I.—Aureomycin Hydrochloride: Concentrations in the 
Aqueous, Vitreous, and Cornea of the Rabbit Reached by 
Different Dosages and Methods of Administration (Test 
Organism: B. subtilis) 

















Mode Time Aureomycin Levels (ug./g. of Tissue) 
of in 
Administration Hours Blood Aqueous | Vitreous | Cornea 
Intramuscular 1 0-5 <0-2 <0-2 <0-3 
injection: 2 0-5 <0-2 <0-2 <0-3 
200 mg. + 0-3 <0-2 <0-2 <0°3 
Oral: 1 4-0 1-8 <0-1 1-4 
200 mg. 2 2-9 <0-1 Tr. <0-3 
4 2°5 Tr. Tr Tr. 
500 mg. 4 20 <0:3 <0:3 — 
° { 6 Tr. <0°3 <0°3 <0-3 
Subconjunctival 1 <01 <0°5 <0°5 11:8 
injection: 2 0-1 <0°5 <0-5 1-3 
Crystalline 4 <0-1 0-56 <0-3 >25-0 
% mg. 6 Tr. pi2 <0-3 27:3 
154 <0-1 Tr <0°3 33-7 
Crystalline 1 0-8 3-8 <0°5 <0 
micronized: 
20 mg. 2 <0O-1 1-1 0-5 3-3 
per | 88] Soe] at 
50 mg. 2 21 <0- <0- . 
. { 4 <O-1 <0-4 <0-3 5-0 




















given intramuscularly, or orally, were considerably higher 
in the blood than in the aqueous, vitreous, or cornea. It 
would therefore seem that the systemic use of aureomycin 
encounters the same difficulties as were observed with peni- 
cillin and streptomycin. The subconjunctival route, which 
proved so effective in the older antibiotics, has, however, 
distinct limitations with aureomycin, for the drug is highly 
insoluble—some 0.02 mg./ml., and this is not increased sub- 
stantially even if the solution is buffered with sodium bicar- 
bonate. As micronized crystalline aureomycin was available 
an attempt was made to inject larger quantities of the agent 
in fine suspension subconjunctivally, and a fairly easily in- 
jected suspension containing 20 or even 50 mg. per ml. can 
be prepared. But such suspensions brought difficulties of 
their own. In the first place, even when buffered these 
suspensions are inclined to be irritating, and in the experi- 
mental rabbit the more concentrated suspensions tended to 
produce transient corneal haze and other symptoms of 
irritation. Secondly, and more significantly, these suspen- 
sions were not apparently absorbed into the eye but tended 
to form a_ cheese-like deposit subconjunctivally with 
necrosis of the overlying conjunctiva, so that even after eight 
days most of the suspension could be scraped away 
mechanically. As can be seen from Table I, even these 
extreme measures led to disappointing levels of concentra- 
tion in the aqueous and vitreous. In fact, there is some 
suggestion that the smaller, and presumably less irritating, 
doses give rather better intraocular levels. 

The use of aureomycin is therefore beset by two consider- 
able difficulties: systemic administration gives low intra- 
ocular levels, while subconjunctival injections are limited 
to small doses, with resultant low levels of intraocular con- 


centration. 


Clinical Studies 


Aureomycin, given as subconjunctival injections of 10 mg., 
was used in 15 cases: in seven fresh cases of disciform 
keratitis and two cases of dendritic ulcer it was given twice 
at intervals of five days, in four cases of “ superficial 
punctate keratitis” and two cases of epidemic kerato- 
conjunctivitis it was given once. Ointment of 0.1%, gener- 
ally at two-hourly intervals, was used in 10 cases—two being 
of dendritic ulcer, two of herpes ophthalmicus with corneal 
involvement, five of epidemic keratoconjunctivitis, and one 
of chronic blepharitis in a patient sensitive to nearly all 
treatment. The results were almost consistently poor. The 
promise .of a good result obtained in the first case of disci- 
form keratitis treated by subconjunctival injection was not 
fulfilled in further observations. The only positive results 
in this series were symptomatic relief within three to five 
days in cases of epidemic keratoconjunctivitis treated by 
ointment, though the corneal staining persisted ; and a fairly 
good response to blepharitis in a patient who had proved 
intolerant to other forms of treatment. 

We have no experience of the use of aureomycin in 
trachoma and inclusion blennorrhoea: the poor results ob- 
tained with the herpes group of ocular infections and the 
equivocal results with epidemic keratoconjunctivitis do not 
exclude the possibility of good results with the large-sized 
viruses responsible for trachoma and inclusion blennor- 
rhoea, or in infections due to bacteria insensitive to 
sulphonamides and penicillin. 


Chloramphenicol 


Experimental Studies 


With a plate diffusion method, using Shigella sonnei as 
the test organism for assay of the antibiotic concentration 
in the tissues, trials gave the following results in the rabbit. 
(1) Intramuscular injection of 250 mg./kg. body weight: 
the levels in both the blood and ocular tissues at two and 
four hours were nil or negligible. (2) Oral administra- 
tion of 375 mg./kg. body weight: the blood levels at two 
hours in two animals were adequate (10 and 20 y»g./ml.). 
The levels in the cornea were nil; in the aqueous 5 and 
15 y»g./ml., in the two animals respectively; and 0 and 
10 »g./ml. in the vitreous. At four hours all levels were 
nil. 

As intramuscular injection looked unpromising, fuller 
studies were confined to assessing the relative value of oral 
administration and subconjunctival injection. The results 
are shown in Table Il. The first section of this table shows 
that the intraocular levels of concentration of chloram- 
phenicol compare unfavourably with those reached in the 
blood when 500 mg. of the drug is administered orally to 
the rabbit. These results suggest that the oral use of 
chloramphenicol is not likely to give adequate concentra- 
tions in the eye. Subconjunctival injections of chloram- 
phenicol met with the same initial difficulty as in the case 
of aureomycin. Chloramphenicol, too, is highly insoluble 
(2.5 mg./ml.), but it has the advantage over aureomycin that 
it did not prove irritating when 50 mg. was injected sub- 
conjunctivally as a suspension. There were not the same 
irritative reactions in the cornea, nor any necrosis at the 
conjunctiva. Particles of chloramphenicol were, however, 
too large for a suspension to be readily injected, and again 
micronized chloramphenicol proved better. Several types 
of micronized suspensions were obtained, and it was found 
that the 15% chloramphenicol suspension in 1: 10,000 
benzmethonium chloride (“ phemeride ”) could fairly readily 
be injected in quantities up to 1 ml. without irritation. The 
intraocular levels obtained in the rabbit with 1 ml. of such 
suspension injected subconjunctivally are shown in the 
second section of Table II. It will be seen that the aqueous 
levels in particular are much higher than those obtained 
from oral administration of 500 mg. The effect of adrena- 
line on these levels is seen in the third section of the table. 
The injection of the suspension in 0.1% adrenaline leads to 
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TABLE II.—Chloramphenicol : Concentrations in the Ocular Tissues of the Rabbit Reached by Different Dosages and 
Methods of Administration (Test Organism: Shigella sonnei) 





Chloramphenicol Levels (g./g. of Tissue) 














ai Mode of. Time 
ministration in 
sn Hours Blood Aqueous Vitreous Cornea Lens Ant. Tissues Post. Tissues 
Oral, 500 mg. ‘a a 1 56°5 20 15-7 10-0 <20 19.5 33-3 
{ 21-7 6°85 5-64 2-56 a 10.5 12-6 
2' 11-2 6°31 7:93 — <20 50 6-78 
{ 20-7 6°12 10-25 10-41 a 12-12 13-66 
4 0-86 2-45 2-40 <20 <20 <20 <20 
{ <1-0 <10 1-68 <30 _ <20 <20 
6 <10 <1-0 <10 <0-3 _ <20 <20 
Subconjunctival injection 1 1-7 25-0 2°5 — <20 9-9 ca. 25-0 
(one eye) of 1 m!. of 15% 3 1-99 34-0 <2-0 54-3 <2-0 99-2 41-4 
suspension of the micro- 3-35 9-54 18-4 —_ 60 560 <400 
nized base Trace 4-26 4-75 - <30 - 3:97 
4 <10 2°5 <20 6°52 <20 9-99 6°28 
<20 <20 <20 = <20 <20 <20 
6 <30 3-72 4-87 4-52 <30 <30 <30 
Subconjunctival injection 1 5-34 28-8 22:0 163-0 <3-0 129-0 53-2 
(one eye) of _— oie { <1-00 <5-0 <3-0 _ <30 17-25 <50 
suspension of Sg Eto <10 <3-0 <30 33-7 <30 13-8 32-4 
eae ae 2 { 3-65 61-0 11-0 195-0 <30 179-0 127-0 
<1-0 <20 <30 12:2 <3-0 18-4 279 
4 ca. 1:0 <50 <20 30-25 <30 27:5 <50 
Trace 34-9 3-24 40-0 <30 48-4 778 
<10 <20 <30 24-1 <30 16-5 10-2 
0-77 41-2 <20 148-0 <30 58-4 3-0 
<30 11-2 <30 a <30 6°46 10-5 





























higher and more consistent levels—a finding reminiscent 
of the observations with penicillin and streptomycin. 

Apart from subconjunctival injections, chloramphenicol 
was also available in the form of drops 0.5% and ointment 
1%, both of which were well tolerated by the experimental 
rabbit. 


Clinical Studies 


Chloramphenicol was used in 72 cases, distributed over 


the following groups: (1) 29 cases treated with ointment 
1%, generally at two-hourly intervals—9 being disciform 
keratitis, 6 “ superficial punctate keratitis,” 2 neuroparalytic 
keratitis with hypopyon, 3 “chronic follicular conjunc- 
tivitis” with acute subjective symptoms, and 9 epidemic 
keratoconjunctivitis ; (2) 28 cases treated with drops 0.5%, 
generally at two-hourly intervalsk—2 being “ superficial 
punctate keratitis,” 8 dendritic ulcer, 1 neuroparalytic kera- 
titis with hypopyon, and 17 epidemic keratoconjunctivitis ; 
(3) nine cases treated with subconjunctival injections of 15% 
suspension, generally 0.5 ml. with adrenaline—3 being 
disciform keratitis and 6 dendritic ulcer. 

In addition four cases of herpes ophthalmicus and one 
case of dendritic ulcer were treated by oral administration 
combined with the use of ointment locally, and one case of 
post-operative infection was treated intensively by different 
methods as indicated below. 

Apart from the striking exception of epidemic kerato- 
conjunctivitis, the results with drops or ointment were 
almost consistently poor for disciform keratitis, dendritic 
ulcer, and the other presumed virus infections. The diag- 
nosis of epidemic keratoconjunctivitis was not made unless 
the typical picture of hyperaemic ‘conjunctiva, watery dis- 
charge, enlarged preparotid nodes, and superficial punctate 
staining of the cornea were all present. All the 26 cases 
treated responded well to either ointment or drops ; among 
these were eight cases that had previously been treated 
unsuccessfully by other methods. Cases of “superficial 
punctate keratitis” without the other components of 
epidemic keratoconjunctivitis did almost uniformly badly. 

The disappointing results from drops and ointment in 
dendritic ulcer and disciform keratitis led to the use of 
subconjunctival injections in six cases of dendritic ulcer 
and three of disciform keratitis. The subconjunctival injec- 
tions were generally 0.5 ml., or rather more, at daily inter- 
vals for three or four days. No improvement was obtained. 

That subconjunctival injections of chloramphenicol may, 
however, have a definite, even if limited, place in ophthal- 


mology is suggested by the isolated case of post-operative 
infection treated by this method. 

A woman aged 81 was found to have an infected wound 
with the beginning of a hypopyon at the first dressing 48 hours 
after a cataract extraction. Subconjunctival injection of 500,000 
units of penicillin and a similar dose intramuscularly were given, 
and a smear for bacteriological examination was taken. This 
treatment was continued for three days, the eye steadily becoming 
worse. The bacteriological report showed the presence of 
pneumococci which were resistant to sulphonamides, penicillin, 
and streptomycin but sensitive to aureomycin and chloram- 
phenicol, and Micrococcus tetragenus which was sensitive to 
streptomycin and chloramphenicol. Chloramphenicol in oint- 
ment form was given three-hourly for three days without result. 
It was then supplemented by oral administration for two days 
more. At this stage the hypopyon had increased to almost three- 
quarters of the anterior chamber, and subconjunctival injection of 
chloramphenicol with the addition of 2 minims (0.12 ml.) of 
adrenaline was instituted. A marked improvement had occurred 
by the following day, and within another 24 hours the hypopyon 
was barely visible. In all, four injections were given at 24- 
hourly intervals, with chloramphenicol ointment 1% four-hourly. 
A fairly good red reflex could be obtained ophthalmoscopically 
on the third day, and the subsequent course was uneventful. 
Six months later vision with correction was 6/12. 


Terramycin 


Experimental Studies 


Terramycin, like the other two agents, is largely insoluble 
in water, the maximum solubility of the terramycin base 
being 0.25 mg. per ml. Micronized terramycin is not readily 
taken up in suspension. Subconjunctival injections contain- 
ing a suspension of more than 20 mg. are not tolerated, as 
there is marked injection of the eye and opacification of the 
cornea. 

Administration by the subconjunctival route is therefore 
of limited value. As can be seen from Table III, the intra- 
ocular levels of concentration reached by various routes 
were disappointing. 

(a) Oral Administration—With doses of 100 mg., the 
serum and intraocular levels were poor at one and_at three 
hours. 

(b) Intravenous Injection —With the same dose the serum 
level was high, but the intraocular levels, though better than 
on oral administration, were low. 

(c) Intramuscular Injection—Whether terramycin hydro- 
chloride or micronized terramycin was used, doses of 100 
mg. once more gave low intraocular levels. 
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Tas_e III.—Terramycin : Concentration in Ocular Tissues of the Rabbit reached by Different Dosages and Methods of 
Administration (Test Organism: B. subtilis) 























Mode of Time Terramycin Levels (ug./g. of Tissue) 
Administration = . : 
Hours Blood Aqueous Vitreous Cornea Lens Ant. Tissues | Post. Tissues 
Intramuscular: 
Terramycin HCI, 100 mg. ' { 21 3-2 <0-5 <2:5 <1°5 <2:5 <2°5 
in 1 mi. 0-89 23 <0°5 <2:5 <i'5 <2°5 <25 
Intramuscular: ' { 0-964 2-07 13-0 2-70 6-00 20-2 
Micronized base, 100 mg. 0-47 0-95 13-4 <1'5 4-19 1-45 
in | ml. suspension P { 1-44 <0-48 <0-5 6-00 <15 8-69 2-18 
1-12 <0-48 <0-5 <1°5 <1-5 1-50 <1°5 
Oral: ' { <0°5 2-83 <0-5 <15 <1°5 <15 <1°5 
Terramycin HC! solution <0- 1-37 <0°5 <1°5 <1°5 <1°5 <1°5 
Sa ite tno > {| sos <0'5 <0-s <1°5 <1 <1-5 <1-5 
<0-5 <0°5 <0-5 <1-5 <1-5 <1°5 <1-5 
Intravenous : 1 37-9 <2-5 <2:5 <2'5 <2:5 5-68 10-0 
Terramycin HC! buffered, 35-6 <2:5 <2:5 2-50 <2:5 9-76 5-01 
Sep ang Se | ent. water P 47-7 <25 <25 3-36 <2'5 5-52 4-78 
37-7 <2:5 <2:5 4-82 <2:5 7:32 10-2 
tival : 1 <0-4 3-14 1-5 <2-0 <1-2 6-56 23-8 
Terramycin micronized <0-4 1-04 <0-4 <20 <1-2 12-3 10°5 
Sass, 169 ang. Sn 3 an. 2 {| se 4-4 <0-4 <20 <1-2 7-4 7-9 
— <0-4 1-39 <0-4 <20 <1-2 <1-2 <20 
4 <0-4 <0-4 <0-4 <10 <1-2 2-0 3-5 
<0-4 <0-4 <0-4 <i0 <1-2 1-3 111 





























(d) Subconjunctival Injection—Suspensions of 100 mg. 
of the micronized base were both poorly tolerated and 
unproductive of any adequate intraocular levels. Most of 
the terramycin remained at the site of injection as an irritat- 
ing mass that could be removed four days later. 

These results suggest that with clinical doses administered 
systemically little penetration into the eye is to be expected, 
and the subconjunctival injection does not overcome this 
difficulty. 

Clinical Studies 

These were confined to the use of terramycin ointment 
(crystalline terramycin hydrochloride 0.5%) at two-hourly 
intervals. There was no result in five cases of dendritic 
ulcer nor in three cases of disciform keratitis. The results 
in five cases of epidemic keratoconjunctivitis were of the 
same order as those obtained with. chloramphenicol. 


Summary 


Aureomycin, chloramphenicol, and terramycin admin- 
istered systemically do not penetrate readily into the 
eye, so that adequate intraocular therapeutic levels are 
not obtained by such administration. 

The poor solubility of these agents limits their use as 
subconjunctival injections. Even in the micronized form, 
both aureomycin and terramycin cannot be given in 
suspension, for any substantial concentration produces 
marked irritative reactions. Chloramphenicol, however, 
can be fairly readily administered as a 15% suspension ; 
it is well tolerated, and gives adequate intraocular levels ; 
these levels can be both increased and maintained for a 
longer time if the suspension contains 0.1% of adren- 
aline. 

In the absence of suitable techniques for the experi- 
mental study of virus infection of the eye, clinical 
assessments were made of the value of these agents in 
several ocular infections assumed to be due to viruses. 

(a) Aureomycin in the form of ointment 1% or sub- 
conjunctival injection of 10 mg. did not improve dendritic 
ulcer, disciform keratitis, herpes ophthalmicus with corneal 
involvement, and in a nondescript group of corneal lesions 
with superficial punctate staining. In five cases of epidemic 
keratoconjunctivitis there was symptomatic relief to oint- 
ment, but no effect on the superficial corneal staining. 


(6) Terramycin ointment 0.5% did not improve dendritic 
ulcer and disciform keratitis. There was a gratifying 
response in five cases of epidemic keratoconjunctivitis, the 
condition clearing up within two to seven days. 

(c) Chloramphenicol, in the form of 1% ointment or 
drops 0.5%, or subconjunctival injection of 0.5 ml. of 15% 
solution, did not improve dendritic ulcer and disciform 
keratitis. There was also no improvement with any of these 
methods, or with oral administration, in four cases of herpes 
ophthalmicus and in one case of sympathetic ophthalmia. 
The results were likewise negative in neuroparalytic kera- 
titis, “chronic follicular conjunctivitis,’ and “ superficial 
punctate keratitis.” Gratifying results were obtained in 26 
cases of epidemic keratoconjunctivitis treated either by 1% 
ointment or by drops of 0.5%. A good result was also 
obtained by repeated subconjunctival injection of the 15% 
suspension in a case of post-operative infection of the eye 
caused by a pneumococcus insensitive to penicillin and the 
sulphonamides. 

It may be concluded that, of the newer antibiotics, 
aureomycin is of little value in ophthalmology ; terra- 
mycin is useful in ointment form for epidemic kerato- 
conjunctivitis ; and chloramphenicol gives results as 
good as or better than terramycin in epidemic kerato- 
conjunctivitis. Of these three antibiotics, chlorampheni- 
col is the only one which can be given in a relatively 
high concentration subconjunctivally ; it may be of value 
in the occasional cases of intraocular infection due to 
organisms sensitive to chloramphenicol but insensitive 
to the sulphonamides, to penicillin, or to streptomycin. 


Apart from the control of epidemic keratoconjunctiv- 
itis—a presumed virus infection—by both terramycin 
and chloramphenicol, the virus diseases of the eye still 
remain a therapeutic problem. 


Our thanks are due to Cyanamid Products, Ltd. (Lederle 
Laboratories Division), Parke, Davis & Co., Ltd., and Chas. 
Pfizer & Co., Inc., for generous supplies of aureomycin, chlor- 
amphenicol, and terramycin respectively. Aureomycin was also 
obtained from the Medical Research Council. Dr. Joan Farrar 
and Mr. I. W. Payne helped with the clinical assessments on 
cases referred to us by the staff of the Royal Eye Hospital. 
Dr. P. Muggleton and Mr. B. I. Helliwell, of Glaxo Laboratories, 
assisted in the experimental work. We are also indebted to Sister 
Thorogood and Sister Altenberger for their loyal co-operation 
in the care of patients admitted to the eye unit at Lambeth 
Hospital. 
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BREAST-FEEDING IN THE OXFORD 


CHILD HEALTH SURVEY 


PART II—COMPARISON OF BOTTLE- AND 
BREAST-FED BABIES 


BY 
ALICE STEWART, M.D., F.R.C.P. 
AND 


CELIA WESTROPP, D.M., M.R.C.P., D.C.H. 
(From the Social Medicine Unit, Oxford University) 


In a recent paper some of the social and biological 
factors which influenced the breast-feeding habits of 
mothers in the Oxford Child Health Survey were dis- 
cussed (Westropp, 1953). It remains to discover what 
special advantages, if any, were enjoyed by the breast- 
fed babies. 

In the following account the change-over from breast- 
feeding to artificial feeding is referred to as the weaning 
period. In a few cases complete breast-feeding was 
never established, but for most of the babies three 
distinct modes of feeding were represented in the first 
year: (1) Complete breast-feeding or pre-weaning 
period : during this phase the only additions to a diet of 
breast milk were vitamin concentrates. (2) Mixed feed- 
ing or weaning period : during this phase the babies were 
receiving breast milk and other liquid or solid foods. 
(3) “ Other ” feeding or post-weaning period : this phase 
began when the baby ceased to have any breast milk. 


Growth and Development 


For 142 of the 580 babies who remained in the Survey 
for a year, weaning began during the first month (group 1), 
and for 235 it was postponed for at least five months (group 
4). In addition, there were 84 babies who began to be 
weaned in the second or third month (group 2and 119 in 
the fourth or fifth month (group 3). The composition of 
these four feeding groups in respect of sex, parity, birth- 
weight, and parents’ weights is shown in Table I. These 


TaBLE I.—Sex, Parity, Birth Weight, and Parental Weights of 
Four Groups of Babies Defined by Duration of Complete 


Breast-feeding 











Age in Average Weight 

Feed- | Months at | No of} 9 | .%. | “Bink (Ib.) of 

ing [eed Babies | Boys — Weight 

ong (Ib.) | Fathers* | Motherst 
1 0- 142 | 53-5 | 41-2 | 7-53 | 1588 | 131°8 
2 ie 84 | 50-0 | 510 | 7-33 | 161-0 | 132-9 
3 3. 119 | 57-1 | 55-5 | 7-66 | 161-5 | 1318 
4 5+ 235 | 478 | 41-6 | 7-54 | 1563 | 1324 


TaBLe II.—Increase in Body Weight from 0 to 6 Months and 
from 6 to 12 Months. Comparison of Four Feeding Groups 











: Average Increment (in Ib.) Average Weight 
yy (in Ib.) 
P 0-6 Months 6-12 Months at | Year 

1 9-77 2 22-42 

2 9-47 ¥%; 22°41 

3 9-25 5-25 22°16 

4 8-99 4-92 21-45 
Total 9-29 5-14 21-95 




















Total 580 51-2 | 46:0 7-52 158-6 132-1 


























* Based on 456 records. 
t Based on 530 records. 


characteristics have been displayed because they are known 
to have influenced weight gain during the first year (Parfit, 
1951 ; Hewitt and Stewart, 1952). 

Body Weight.—According to Table I there was so little 
difference between the four feeding groups for the factors 
mentioned that, had the rate of growth been the same for 
both breast- and bottle-fed babies, each should have gained 
approximately the same amount of weight. It is therefore 
significant that by the end of six months there was a definite 
weight gradient (see Table II); at this age the babies who 
had been bottle-fed longest were, on average, 124 oz. (355 g.) 
heavier than the babies who were breast-fed longest. By 
the end of the year the average weights of the three groups 


weaned before the age of 5 months were roughly the same, 
but these babies were still appreciably heavier than the 
babies who continued to receive nothing but breast milk for 
longer periods. 

Development of Bones and Teeth.—In Table III the 
bones and teeth of the babies in the four feeding groups 
are compared. The comparison, which was made at the age 
of 12 months, is in terms of the number of carpal and 
epiphysial bone centres visible in radiographs of the left 
wrist, the patency of the fontanelle, and the number of 
erupted teeth. It will be seen that the division of the babies 
by duration of complete breast-feeding cuts unevenly across 


TABLE ng Tr ey of Bones and Teeth. Comparison of 
Four Feeding Groups in respect of Skeletal Maturity, Patency 
of Fontanelle, and Number of Teeth at 12 Months 





Radiological Data 





Feeding| No. of Carpal No.of | Fon. | Foc 
oO. Distal Bone Babies tanelle ce! 


Group | Babies per 
Epinnatis | Contres | NotExa-| Closed | Chita 
Radio- mined 








gtaph 
1 142 65-4% 2-24 6 30-3% 6-82 
2 84 54-9%, 2-34 2 41-77 6-62 
3 119 60-79 2-18 2 311% 6-24 
4 235 61-87 2-24 7 26.0% 6-04 
Total 580 61-4% 2-25 17 30-3% 6-35 























the dates at which the fontanelle closed and the distal radial 
epiphysis appeared, and leaves the average number of bone 
centres in the carpus roughly the same for each group. 
There is, however, nothing to indicate a systematic differ- 
ence between the breast- and bottle-fed babies in respect of 
these three characteristics. On the other hand, the analysis 
of teeth shows a slight but distinct feeding gradient, with 
the highest average number among the babies who were 
weaned earliest. 

Other Milestones.—Table IV summarizes the available 
data for the crawling and walking habits of the babies. In 
both respects the four feeding groups were very much alike, 
but the babies who dispensed with the crawling stage tended 
to be concentrated among those who were weaned earliest, 
and at 14 months the babies who were breast-fed longest 
were very slightly “less mobile” than the others. 

To sum up, by the criteria chosen to demonstrate growth 
and development there were more resemblances than differ- 
ences between the breast- and bottle-fed babies. Such differ- 
ences as have appeared suggest that bottle-feeding, as prac- 
tised by the mothers of healthy babies in the Oxford Child 
Health Survey, tended, very slightly, to accelerate growth. 


TaBLE IV.—Other Milestones. Comparison of the Number of 


Babies (Expressed as a Percentage) who were Crawling at . 


10 Months and Walking at 14 Months in the Four Feeding 














Groups 

Feeding Crawling Walking 
Group At 10 Months Never at 14 Months 

1 61:8 13-1 67:7 

2 69-6 6-0 71-3 

3 71-7 5-0 66:7 

4 60-2 6°5 63-9 
Total 64-4 8-4 66°5 
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To discover whether this “acceleration” was attended by 
any increased risk of ill-health, the sickness dossiers of the 
babies were examined. 

Infections 


Very few of the mes were under 2 months old when 
first seen, and the enroMhent procedure effectively excluded 
babies who were seriously ill at or before this age (Thwaites, 
1950 ; Stewart and Russell, 1952). For this reason all inci- 
dence rates in the following account will be for the period 
two to twelve months and not for the whole of the first 
year. In the case of head colds it was often impossible to 
identify the precise mode of feeding at the time of the ill- 
ness, but the more serious infections have been studied in 
relation to the diet at the time of falling ill, to the total 
period of complete breast-feeding, and to one another. 
To obtain a fair distribution of the illnesses in relation 
to the pre-weaning, weaning, and post-weaning periods 
the survey aggregates for three modes of feeding were 
calculated for each successive month of life (see Table 
V). This revealed that for 2,094 months, or 30% of the 


TaBLE V.—Aggregate Months of Exposure to — Modes of 
F. ~— During the First Year of Life 

















Mode of Feeding: Exposure Time in Months 

Age in . 
Months Breast Mixed Other Total 
0-1 509 24 47 580 
i- 414 48 118 580 
2- 372 50 158 580 
3 332 $1 197 580 
4- 272 70 238 580 
5- 151 156 273 580 
6- 37 237 306 580 
7- 5 227 348 580 
8- 2 175 403 580 
9- 0 99 481 580 
10- 0 39 541 580 
li- 0 21 559 580 
Total ea 2,094 1,197 3,669 6,960 

% of consolidated 

a year “a 30-09 17-20 $2-71 100 

















consolidated first year, the babies were exposed to breast 
milk only ; for 3,669 months, or just over half the year, 
they had no breast milk, and for 1,197 months (17% of the 
period) they were exposed to mixed feeding. 

In Table VI the first two months of life have been ex- 
cluded and the exposure periods for the rest of the year 
calculated for nine groups of babies defined by the dura- 
tion of the pre-weaning period. Thus the 142 babies who 
were weaned in the first month were exposed to mixed feed- 
ing for 884 months and to “other” feeding for 1,3314 


TasBLe VII.—Gastro-enteritis, Bronchitis and Bronchopneumonia, and Otitis Media and Tonsillitis. 
Also Attack Rates by Duration of Complete Breast-feeding and Feeding at Time of Onset 


TABLE VI.—Aggregate Months of Exposure to Three Modes of 
Feeding Between the Ages of 2 Months and 1 Year for Nine 
Groups of Babies Defined by the Duration of Complete 


Breast-feeding 

















Period of Mode of Feeding: Exposure Time in Months 
Complete Breast from 2nd to 12th Month of Life 
Feeding 
Breast Mixed Other Total 
o- 0 88 artsy | 1,420 
1- 0 49 420 470 
2- 184 37 3144 370 
3- 63 63 294 420 
4- 192} 190 387 770 
5- 581 $20. 558% 1,660 
6- 270 155 175 600 
7- 33 14 13 60 
8- 19} 3 7t 30 
Tom 1,177} 1,121 3,501¢ 5,800 
% of congatiteied 
age period 2- 
mon 20-30 19-33 60-37 100 

















months ; while the 166 babies who were weaned in the 
sixth month were exposed to mixed feeding for 520} 
months, to “ other” feeding for 5584 months, and to breast 
milk only for 581 months. These overall “ months of ex- 
posure ”’ have been used to calculate the attack rates for the 
three groups of illness shown in Table VII. 


Gastro-Enteritis, Bronchitis, and Otitis Media 


Between the ages of 2 months and 1 year 118 babies 
suffered from _ gastro-enteritis, 108 from bronchitis or 
bronchopneumonia, and 39 from otitis media or tonsillitis. 
One of the babies with gastro-enteritis had two distinct re- 
currences during this period and 20 others had one recur- 
rence. Two babies had separate attacks of bronchitis and 
bronchopneumonia, and three, after recovery from tonsillitis, 
subsequently developed otitis media. In Table VII the age 
and sex incidence of the three disease groups are displayed, 
together with the attack rates for three categories of 
“current diet” and five periods of complete breast-feeding. 
The recurrences are not included in this table, but accord- 
ing to a separate analysis (based on the assumption that a 
first attack of a specific illness neither protects nor predis- 
poses a baby to a second attack) the recurrence rate for 
gastro-entefitis doubled expectation while that for bronchitis 
and bronchopneumonia fell short of expectation. The 
analysis did not, of course, indicate whether these altera- 
tions of risk were determined by biological or social factors. 


In Table VII one baby is represented in all three diag- 
nostic groups, 26 in the first two (gastro-enteritis and bron- 
chitis), 8 in the first and the last (gastro-enteritis and otitis 


Age and Sex 









































































































































Incidence. 
: Duration of Complete Breast- Mode of Feeding at 
; Sex Age in Months Feeding (in Months) Onset of Illness 
Disease Total 
Group M F 2- 4- 6- s- 10- 0o- 1- 40 5- 6- | Breast | Mixed | Other 
Aggregate Months of 
Exposure: | 2,980 | 2,820 | 1,160 | 1,160 | 1,160 | 1,160 | 1,160 | 1,420 | 1,260 | 770 | 1,660] 690 | 1,1773] 1,121 | 3,5013 5,800 
No. of attacks 61 57 15 32 20 24 27 30 11 14 48 15 11 31 76 118 
Attack rate on 1 000 
Gesten- months 20°5 | 20-2 | 12-9 | 27-6 | 17-2 | 20-7 | 23-3 | 21-1 8-7 | 18-1 | 28-9 | 21-7 9-3 27-7 21:7 20-3 
enteri 
Departure from even 
incidence .. P>0-90 0-20>P>0-10 P<0-01 P<001 
No. of attacks 62 46 29 26 19 16 18 29 33 15 23 8 16 18 74 
Bronchitis} Attack rate eal 1,000 108 
and mon . 20°8 | 16:3 | 25-0 | 22-4 | 16-3 | 13-8 | 15-5 | 20-4 | 26-2 | 19-4 | 13-9 | 11°6 | 136 16-1 21-1 18-6 
broncho- 
pneumonia| Departure from even 
incidence .. .. }0:30>P>0-20 0-30 >P >0-20 0-10 >P >0-05 0:30> P>0-20 
No. of attacks : 19 20 6 8 4 7 14 10 7 a 14 4 5 4 30 39 
Otitis Attack rate = 1 ,000 
media months . 6-4 71 5-2 6-9 3-5 60 | 12-1 70 5-6 5-2 8-4 5-8 4-2 3-6 8-6 6-7 
an 
tonelitits Departure from even 
incidence .. 0-80 > P >0-70 0:20 >P>0-10 0-90 >P >0-80 0-20>P>0-10 
Total.. | Attack rate ” 1 - 
months 47-7 | 43-6 | 43-1 | 56-9 | 37-0 | 40-5] 50-9 | 48-5 | 40-5 | 42-7 | 51-2 | 39-1 | 27-1 47-4 51-4 45-6 
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TaBLe VIII.—Prevalence of Head Cold in Four Feeding Groups 
and Seven Groups Defined by Size and Composition of 


Household 
No. of Attacks 


per Child 
1 1-69 
2 1-96 
Feeding group 3 1-43 
4 “ 1°45 
Total ae 1-58 
tr ee 
jee 1-5 
Househo%d size 5-6 1-61 
7+ 1-76 
Houscho!d: No. wr ie ‘S 
of schoolchi'dren 3+ 2-0 


media), and 21 in the second and third (bronchitis and otitis 
media). The combinations for gastro-enteritis and bron- 
chitis, and for gastro-enteritis and otitis media, are approxi- 
mately what would be expected for chance associations, but 
those for bronchitis and otitis media are excessive and 
accord with the well-known tendency for these two condi- 
tions to be associated. 

According to Table VII the most conspicuous findings for 
gastro-enteritis are: (1) that the pre-weaning and weaning 
attack rates were significantly lower and higher than 
average ; and (2) that the highest recorded rate was for 
babies weaned in the sixth month and the lowest rate for 
babies weaned in the second, third, and fourth months. 
For bronchitis and bronchopneumonia the two lowest rates 
were for the pre-weaning period and for babies who were 
completely breast-fed for at least six months, but the differ- 
ences between these and the rates for other groups are of 
doubtful significance. There was a slight tendency for the 
lung infections to affect boys more than girls, babies under 
6 months more than those over 6 months, and babies who 
were breast-fed for less than four months more than those 
who were weaned later. Otitis media and -tonsillitis 
occurred relatively often in the post-weaning period and 
after the age of 10 months. The attack rates for different 
periods of complete breast-feeding showed no signs of being 
influenced by duration of complete breast-feeding, but dur- 
ing the weaning and pre-weaning periods the incidence was 
below average. 

In general, it is safe to conclude that while the Survey 
babies were taking nothing but breast milk the risk of 
intestinal infection was reduced. When finally removed 
from the breast, however, there was nothing to choose be- 
tween the sickness experience of the early and late weaners. 


Head Colds 


During the age period 2 to 12 months only 134 babies 
remained free from head colds. The remainder shared 916 
incidents variously described as a cold, nasal catarrh, 
snuffles, or influenza, Though there was little or no differ- 
ence in the cold attack rates for the four feeding groups, 
when the babies were arranged according to the size of the 
household to which they belonged, and then according to 
the number of schoolchildren in the house, a new gradient 
appeared which indicated a relatively low risk for babies 
in small households with no schoolchildren (see Table 
VIII. This finding confirms a suggestion put forward in 
an earlier paper—namely, that the relationship between 
“household amenities” and risk of illness in infancy is 
partly due to the more frequent introduction of infection 
into the homes with older children (Stewart and Russell, 
1952). 

Discussion 


The unique value of breast milk for small infants with a 
tenuous hold on life is so well established that failure to 
find any signs of the breast-fed babies having benefited more 
than bottle-fed babies may cause some surprise. The find- 
ings have, of course, been influenced by the absence of 
weakly infants in the present group and by the fact that 
all the babies were under continuous medical supervision. 
For the former must have reduced feeding problems to a 
minimum and the latter ensured that, whatever mode of 


feeding was adopted, there was every chance of it being 
carried out efficiently. Nevertheless this is not the only 
recent survey to suggest that under conditions which pre- 
vail to-day the dangers of bottle-feeding are more potential 
than real. 


After analysing the first-year sickness records of 263 babies 
attending the Harvard Child Health Survey, Stevenson (1947) 
came to the conclusion that “ artificially fed infants do not 
suffer more from diarrhoea than do nurslings when the feed- 
ing is carried out with proper techniques.” He did in fact 
find that in the age group 6-12 months respiratory infec- 
tions were less common among the babies who had been 
breast-fed, but the difference was slight, and for all other 
illness, including gastro-enteritis, the artificially fed babies 
compared favourably with the breast-fed babies. Norval 
and Kennedy (1949) also found that “ the duration of breast- 
feeding did not influence the rate of illness.” Their work 
was based on the records of 417 infants who regularly 
attended welfare clinics in Minnesota, and in this group the 
incidence of respiratory infections in the second half of the 
first year was actually higher among the breast-fed than the 
bottle-fed babies. 

Even more convincing than these surveys, which like the 
present investigation are biased in favour of healthy babies, 
are the findings of Douglas (1950). He followed up a ran- 
dom sample of the babies born in Great Britain between 
March 3 and 9, 1946, and discovered that during the first 
two years of life the incidence was the same in four groups 
of babies defined by duration of breast-feeding. The only 
significant difference between the breast- and bottle-fed 
babies was that the former tended to have their first attack 
at a later age. 

In the light of these earlier findings it should be con- 
sidered whether the relatively high attack rates for 
gastro-enteritis among the Oxford babies who were com- 
pletely breast-fed for five months is evidence of a “ nursling 
risk” which has hitherto escaped attention. It is just pos- 
sible that these babies had an exceptionally low immunity 
to, infection or that they were more easily upset by the 
addition of solids to the diet (which frequently coincided 
with weaning) than the babies who had been bottle-fed. 
In view, however, of the relatively high prevalence of diar- 
rhoea among all babies during the weaning period, the 
possibility that the mothers who had never had to prepare 
a bottle-feed were less skilful in producing “clean meals 
for spoon feeders” than the other mothers should not be 
overlooked. 

The weight differences revealed in the present investiga- 
tion also merit close attention. Once again the discovery 
that bottle-fed babies gain weight more rapidly than breast- 
fed babies is not unique. Over 20 years ago Glazier (1930) 
made a similar observation in Boston, Massachusetts, and 
on the basis of the national survey in this country Douglas 
(1950) calculated that a baby who is breast-fed to the tenth 
month may expect to be, at the age of 2 years, 11 oz. 
(312 g.) lighter than one who has not been breast-fed at 
all. Hitherto it has not been suggested that these findings 
amount to evidence of undernourishment among breast- 
fed babies, but, in view of Vining’s (1952) opinion that 
underfeeding at the breast is “only too common,” this 
possibility can no longer be ignored. Douglas himself 
suggested that the breast-fed babies may have weighed less 
because they were unusually vigorous. In support of this 
view, he estimated that the babies who were breast-fed for 
ten months walked on average ten days earlier than the 
babies who were bottle-fed. If, however, the age of walk- 
ing is an indication of vigour then the breast-fed babies in 
the present investigation were no more vigorous than the 
bottle-fed babies. 

Forty years ago, when it was fashionable to ascribe all 
manner of complaints to overfeeding, it might have been 
suggested that the greater weight of the bottle-fed babies 
was detrimental to their health. But it is now held that 
overfeeding in infancy is “a matter of opinion rather than 
a real disorder” and that it rarely, if ever, causes harm 
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(Wickes, 1952; Vining, 1952). In any case there was no 
more illness among the bottle-fed than among the breast- 
fed babies. We are therefore driven to the conclusion that. 
in spite of continuous medical supervision, minor degrees 
of underfeeding among the breast-fed babies had occurred 
and had been overlooked. 

If there is any truth in the opinion that the high preval- 
ence of diarrhoea among babies who were nursed until they 
were old enough to be spoon-fed is due to faulty technique, 
and if the weight records constitute evidence of “ latent” 
underfeeding among the breast-fed babies, then the survey 
findings present a new challenge to the advocates of natural 
feeding. That breast-feeding has advantages to both mother 
and child which will never show on a weight chart no 
paediatrician will seriously deny, but artificial feeding is 
now so safe and easy that the slightest neglect of the special 
problems of nurslings could produce a sharp popular 
reaction against breast-feeding. 


Summary 

The early progress of 580 babies in the Oxford Child 
Health Survey has been studied in relation to feeding 
habits. . 
At the age of 1 year the babies who were bottle-fed 
from the beginning were appreciably heavier than the 
babies who were completely breast-fed for five months 
or longer. They also showed signs of being slightly 
more mature. It is suggested that these differences are 
due to minor degrees of under-feeding among the breast- 
fed babies. : 

For three disease groups—gastro-enteritis, bronchitis 
and bronchopneumonia, and otitis media and tonsillitis 
—there was no evidence that the duration of complete 
breast-feeding influenced the overall infection rates. 
Gastro-enteritis was comparatively rare so long as the 
babies were receiving nothing but breast milk, but it 
reached its maximum incidence in the weaning period 
and was especially common among babies who began to 
be weaned in the sixth month. 

Colds, which were most frequent in large households 
and households with several children of school age, were 
almost equally common among breast- and bottle-fed 


babies. 


We are grateful to the Nuffield Provincial Hospitals Trust and 
the Medical Research Council for covering the expenses of this 
investigation. 
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The British Legion Village at Preston Hall, near Maid- 
stone, for tuberculous ex-Service men and women has now 
been in existence for 28 years, and the record of its accom- 
plishments during that period has recently been published 
in the form of a souvenir brochure. Its 50 beds in 1925 had 
grown to 926 by 1948, when they came under the authority 
of the regional hospital board. The vfllage settlement and 
industrial training centre includes all the amenities necessary 
for a self-contained community. Over 11,000 men and 
women have taken advantage of the services offered. The 
brochure is a useful guide to the facilities available at 
Preston Hall for the rehabilitation of tuberculous ex-Service 
men and women, who during their stay are enabled to live 


normal family lives. 


FUTURE OF SURGERY IN SENILE 
OBLITERATIVE ARTERIAL 
DISEASE* 


BY 


CHARLES ROB, M.C., M.Chir., F.R.C.S. 
Professor of Surgery, St. Mary’s Hospital, London 


Senile obliterative arterial disease, often called arterio- 
sclerosis, is one of the most important problems which 
the medical profession has to face, and as our popula- 
tion ages this problem is likely to increase in magni- 
tude. All authorities agree that it is a very common 
disease, that it is much more frequently seen in middle 
and late life tham in the young, that it often exists in 
a subclinical state before symptoms occur, and that the 
first clinical effect may be the patient’s death from 
coronary or cerebral vascular occlusion. 

When one thinks about the surgical treatment of senile 
obliterative arterial disease one fact must never be for- 
gotten—that it is a general disease affecting the arteries 
of the whole body. In some patients the most abnormal 
vessels are in the lower limbs ; they suffer from inter- 
mittent claudication or gangrene of the toes. In others 
the coronary arteries are. affected and the patients 
develop either angina pectoris or coronary occlusion, 
while some suffer from the well-known symptoms of 
cerebrovascular disease or an aneurysm of the aorta. 
In all these patients the whole arterial system is abnor- 
mal, but one region is affected more than others, and 
it is against these local manifestations of a general 
disease that a surgeon’s efforts can be directed. 

An anatomical study of the changes in the arteries of 
these patients shows that the local manifestations are 
produced in a high proportion of patients by a rela- 
tively short thrombosis in a main vessel. Thus a patient 
with intermittent claudication usually has a thrombosis 
of a segment of his superficial femoral or popliteal 
arteries. Fig. 1 is an arteriogram from such a patient ; 
this shows the local thrombosis and the general disease 
above and below the block, where plaques of atheroma 
can be seen in the vessel wall. Realization of this fact 
is changing the whole approach of surgeons to this 
disease, not only in the case of the superficial femoral 
and popliteal arteries, but also when the thrombosis is 
in the abdominal aorta, common or external iliac 
arteries, the carotid arteries, and even perhaps in the 
future in the coronary or cerebral vessels. 

In the past, surgeons have used an indirect approach 
when treating the symptoms of senile obliterative arterial 
disease. They have employed methods designed to 
increase the collateral circulation such as sympath- 
ectomy (Ross, 1935), they have tried to increase the 
blood flow to the part by creating an arteriovenous 
fistula (San Martin, 1902), they have ligated the main 
vein in an attempt to increase the oxygen supply to 
the tissues by producing venous congestion (Makins, 
1919), they have attempted to relieve pain due to 
ischaemia by interrupting the afferent nerve pathways 
(Jonnesco, 1920), and they have put the ischaemic 
muscle at rest by interrupting its motor nerve supply 
(Learmonth and Slessor, 1952) or by dividing its tendon 
(Boyd, 1950). In the case of coronary artery disease 
attempts have been made to increase the blood flow to 





*Part of a postgraduate lecture given in New Zealand in 
September, 1952. 








_- I FF Wr =a 








Aua. 8, 1953 


SENILE OBLITERATIVE ARTERIAL DISEASE 


309 


British 
_ MEDICAL JOURNAL 





the myocardium by producing adhesions between the 
heart and the pectoralis major muscle (Beck, 1935), the 
heart and the great omentum (O’Shaughnessy, 1936), 
and the heart and the pericardium (Heinbecker and 
Barton, 1940). Other methods include ligation of the 
great cardiac vein (Fauteux and Palmer, 1941), the 
formation of an arteriovenous anastomosis between the 
coronary sinus and an artery (Beck ef al., 1948), 
implantations of the internal mammary artery into the 
myocardium (Vineberg, 1952), and various procedures 
designed either to decrease the activity of the heart such 
as thyroidectomy (Blumgart et al., 1933) or to relieve 
cardiac pain (Swetlow, 1926). All these operations, 
whether on the limbs or on the heart, suffer from one 
great and obvious defect—the approach is indirect. 


The Direct Approach 

Probably the first surgeon to realize the importance of a 
direct attack upon the occluded segment of artery was 
Leriche ; he performed the operation of arteriectomy in 
which the thrombosed portion was excised (Leriche et al., 
1937). Dos Santos (1947) took this step further with his 
operation of disobliterative endarteriectomy, the first pro- 
cedure designed to restore the blood flow through the 
blocked artery. In this operation the vessel is opened, the 
thrombus removed, and the vessel repaired again. The 
results if successful are better than with most of the indirect 
procedures, but the success rate is not very high; Reboul 
and Laubry (1950) report that of 93 disobliterations 44 
(47%) remained patent, 38 clotted again, and 11 patients 
died. A better method is to replace the thrombosed seg- 
ment of artery by an autologous vein graft or a homologous 
artery graft. In our experience between 50 and 60% of all 
patients with intermittent claudication or gangrene of the 
toes have a lesion in their arteries which is anatomically 
suitable for an artery or vein graft. In actual practice only 
20% or less of these patients are suitable, the others being 
rendered unsuitable by such factors as age and the presence 
of cerebrovascular or coronary artery disease. It is 
obviously a waste of time to graft a patient who suffers from 
intermittent claudication at 100 yards for him to be stopped 
after a successful operation by the worse pain of angina 
pectoris at 150 yards. In the case of gangrene of the toes 
the indications for grafting are great; here, particularly 
if the alternative is a major amputation, a graft is justified 
whenever it is a practical possibility. 

Vein Grafts.—The first successful vein-to-artery autograft 
in man was performed by Lexer in 1912. He excised a 
popliteal aneurysm and replaced it by a vein graft. The 
development of this method of replacing the thrombosed 
artery in senile obliterative arterial disease has been carried 
out almost entirely on the continent of Europe. Fontaine 
and Hubinont (1950) have had considerable experience of 
this operation, and of their first 18 grafts 8 (44%) were 
successful and remained patent. The advantages of vein 
grafts are that they are autologous; this means that they 
may live and an artery bank is not necessary. If the 
saphenous or external jugular veins are used no ill effects 
arise from the sacrifice of these veins. Their disadvantage 
is that if the host vessel is arteriosclerotic they are techni- 
cally more difficult to insert than artery grafts. We there- 
fore use vein grafts when the host’s vessels are normal or 
nearly so; as our technique improves we hope to use them 
more frequently in the treatment of senile obliterative 
arterial disease, but to date the success rate in these patients 
has not been as high as with artery grafts. 

Artery Grafts——These are of necessity homologous and 
do not survive in the host; his tissues gradually grow in 
and replace the graft by a process of creeping substitution: 
the media and adventitia by fibrous tissue, the intima to a 
small extent by growth from the ends of the host vessel 
but mostly as cells deposited on to the surface of the graft 
from the blood stream; the elastic lamina, which is an 
extracellular structure, appears to survive. An artery 


homograft therefore acts as a scaffold which maintains the 
blood flow whilst the tissues of the host are growing in to 
fosm a new channel. An essential requirement for efficient , 
artery grafting is an artery bank. The first human artery 
bank was developed by Gross and his colleagues (1949) ; 
they preserved their vessels in nutrient saline, and the results 
have been excellent. An alternative method which we use 
is that of Eastcott and Hufnagel (1950): the grafts are 
frozen and stored at a temperature of -70° C. or less ; these 
grafts are equally satisfactory, and the bank is easier to 
manage because the grafts can be stored for long periods 
and perhaps indefinitely. Artery grafts have been used to 
replace the thrombosed segment of artery in a number of 
sufferers from senile obliterative arterial disease (Rob, 1953). 
To date this direct attack upon the thrombosed segment of 
artery has been confined to the aorta, its main branches, 
and the major vessels of the neck and limbs. The results 
have been satisfactory, and Figs. 1 and 2 illustrate a typical 
femoral arteriogram before and after an artery graft. 





Fic. 1 Fic. 2 


Fic. ,—Femoral arteriogram showing a thrombosed segment of 

superficial femoral artery. This patient suffered from severe inter- 

mittent claudication. Fic. 2.—Arteriogram from the patient 

shown in Fig. 1 after an artery graft. He can now walk for miles 
without pain. 


The direct approach has reached a stage at which it is a 
practical everyday possibility to replace an occluded seg- 
ment of a large or medium-sized artery by an autologous 
vein graft or a homologous artery graft, and operations of 
this type have been performed in many hospitals all over 
the world. But what of the future and, in particular, what 
are the possibilities of grafting such arteries as the 


‘coronaries ? 


Grafting the Coronary Arteries 


Murray (1950) has resected a portion of a dog’s coronary 
artery and restored continuity by using a vein graft to bridge 
the defect. This is a very difficult operation in the dog, but 
it should be easier in man, in whom the main coronary 
arteries are about 3 mm. in diameter. The human coronary 
artery is about the same size as the dog’s common carotid, 
in which a graft succeeds in over 50% of cases (Eastcott and 
Hufnagel, 1950). 

Senile obliterative arterial disease of the coronary arteries 
is often a diffuse process involving both coronary arteries, 
but in a minority of patients the disease is relatively 
localized and suitable, at least anatomically, for replace- 
ment by a vein or artery graft. Harrison and Wood (1949) 
found that of 15 patients who died of ischaemic heart disease 
eight had diffuse disease with all the major coronary arteries 
narrowed and irregular, but in seven the disease was limited 
to one artery, usually the left, or to part of an artery, the 
remainder of the coronary tree being relatively normal. 
From a study of the material presented in their paper it 
appears, that two patients (13%) had a lesion in their 
coronary arteries which was anatomically suitable for a 


graft. 
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A personal study of this problem has led me to believe 
that this figure of about 10% is a fair picture of the pro- 
portion of sufferers from angina pectoris or perhaps eamly 
coronary occlusion who might réceive benefit from such an 
operation. The difficulty is to select these patients. In this 
connexion a paper by Blumgart et al. (1940) is of interest. 
They found that the coronary arteries of 12 patients with 
angina pectoris were diffusely arteriosclerotic, with multiple 
occlusions in 10 cases, and that the two patients in whom 
the occlusions were limited to one artery showed diffuse and 
widespread disease of this vessel. On the other hand, the 
hearts of 12 patients who died from coronary occlusion 
without previous angina pectoris showed that in 10 the 
disease was confined to one artery only. A study of the 
diagrams in their article leads me to believe that three of 
this latter group could have been treated with an artery 
graft. 


It is possible that clinical features such as the distribution 
of the pain or the findings on electrocardiography may give 
valuable information on this problem. The location of the 
infarct can be determined by these means, but to date no 
effort has been made to correlate these features with the 
suitability of coronary artery disease for an artery graft. 
Such a study is being carried out, but it will be several years 
before any worth-while conclusions can be published. An 
alternative and more direct approach is arteriography of the 
coronary tree. Radner (1945) carried out coronary arterio- 
graphy by direct puncture of the ascending aorta in both 
man and dogs ; he obtained a faint outline of the coronary 
arteries, but the complications were too frequent and the 
method had to be abandoned. Jonsson (1948) visualized the 
coronary arteries during catheterization and angiocardio- 
graphy. The catheter was passed up the brachial artery to 
the aortic valve, when the contrast medium was injected. 
No ill effects were noted. On the other hand, Helmsworth 
et al. (1951) catheterized the left carotid artery in 10 human 
patients; in 5 they obtained a satisfactory coronary 
arteriogram, but one died—a woman of 88—after her sixth 
injection of 10 ml. of 70% “ diodrast.” 


Both main trunks of the human coronary arteries are 
reasonably accessible to the surgeon and both move very 
little with the heart beat. This latter fact is important, 
because it.is possible in animals, and should be possible in 
man, to graft the coronary arteries whilst the heart is beat- 
ing, an extracorporeal circulation being unnecessary. It 
is probable that patients with complete occlusion of a main 
coronary artery would be made no worse by temporary 
interruption of the artery during the operation of grafting. 
In patients with only partial occlusion ventricular fibrillation 
might follow interruption of the blood flow; in these it 
would be necessary to put in the graft over a fine polythene 
tube and then remove the tube just before the second 
anastomosis had beeen completed ; by this means the blood 
flow to the myocardium could be maintained during the 
greater part of the operation. Murray (1947) has excised 
the area of infarction from a dog’s heart after occlusion of 
a main coronary artery ; the results were good. It may well 
be that, in man, the treatment of acute occlusion of the 
main stem of one coronary artery when the other is normal 
will be an emergency operation to replace the occluded 
segment of coronary artery by a graft followed by excision 
of the myocardial infarct with repair of the cardiac defect, 
while patients with severe angina pectoris will be treated 
by a graft if the disease is confined to the main stem of one 
of the coronary arteries; but it is likely that suitable 
patients for these operations will be rarities. 


Other Sites 


It can be stated that in selected patients the direct treat- 
ment of senile obliterative arterial disease is now an estab- 
lished procedure and that this type of operation may be 
extended to include some sufferers from coronary occlusion, 
but what of the other important sites of senile arterial 
disease ? 


Intracranial Arteries—The carotid arteries outside the 
skull can be replaced by a vein or artery graft, but any 
direct approach to intracranial obliterative arterial disease 
has yet to be attempted. An exception to this is provided 
by the surgical control of bleeding intracranial aneurysms, 
a proportion of which are due to senile obliterative arterial 
disease (Falconer, 1952). The replacement of segments of 
those arteries by grafts has not yet been attempted but 
should be possible, although the thin nature of their walls 
will make the operation more difficult than in other situa- 
tions. The selection of patients should be relatively simple 
because of the highly developed state of cerebral 
arteriography. 

Aorta—tThis vessel between the left subclavian artery 
and the diaphragm and below the renal arteries has been 
replaced by a graft on many occasions (Brock, 1953). Pro- 
gress will be by the extension of such an operation to 
include either the arch of the aorta or the upper abdominal 
aorta. In both these situations there are many important 
branches, and added to the technical difficulty of having to 
perform several anastomoses would be the necessity of main- 
taining during the operation an adequate blood flow to such 
essential structures as the brain, spinal cord, and kidneys. In 
my opinion these difficulties are not insuperable and it 
should be possible to replace some simple aneurysms and 
treat some dissecting aneurysms in these regions by a graft 
of the appropriate segment of aorta with its branches. The 
blood flow could be maintained by one or more polythene 
tubes, placed through the clamps but inside the graft, and 
removed just before the completion of the final anastomosis. 


Conclusion 


A direct approach to the local manifestations of a 
general condition—senile obliterative arterial disease— 
is now a practical possibility. In the future it may be 
possible to extend the scope for operations of this type. 
I feel that grafting the coronary arteries will be per- 
formed successfully during the next few years; this is 
not the difficult hurdle. What is much more important 
is to study this disease so that we can relate symptoms 
and signs to those features of the disease which will 
make a graft successful and will prevent unnecessary 
operations on patients unsuitable for grafting. This will 
be far more difficult than the technical perfection of an 
operation. The problem is being studied. 
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UNUSUAL SMALL-INTESTINAL 
CAUSES OF ANAEMIA 


BY 


J. E. RICHARDSON, M.S., F.R.C.S. 
Assistant Director, Surgical Unit, London Hospital 


AND 


ADRIAN E. FLATT, M.D. 
Junior Assistant, Surgical Unit, London Hospital 


In 1952 the following three cases of rare small-intestinal 
lesions producing anaemia were seen on the surgical 
unit at the London Hospital. 


Case 1. Carcinoma of Jejunum 


A spinster (record No. 28809/52) was admitted on August 
17, 1952, under Mr. Alan Brews with a provisional diagnosis 
of “malignant ovarian tumours with subacute intestinal 
obstruction.” 

Background.—She was born in 1903 and came fourth in 
a family of seven. Three brothers and two sisters were 
still living. Apart from her father, who had a haematemesis 
in 1952 at the age of 81, there was no history of gastro- 
intestinal disease. She was an intelligent woman and had 
made a career for herself. After her mother’s death she 
looked after her father. She was a life-long non-smoker 
and did not take alcohol. She took cascara two or three 
times a week, and remembered being told by her mother 
that as a child her bowels were stubborn. 

Course of Illness —The onset of symptoms was vague. At 
some time between February and April, 1950, she went to 
her doctor because of missed periods and was given some 
tablets. The periods returned and were regular for six 
months. She next visited her doctor in April, 1951, because 
she was sleeping badly and had indigestion and was also 
tired and depressed. In September the war damage to her 
home was at last repaired. The upset caused by builders in 
the house “just about finished her off.” Possibly she felt 
too tired to go to her own doctor, and whatever the reason 
for delay her next visit to him was in April, 1952, when 
her complaints were more definite. She was passing more 
wind than usual per rectum, was a little short of breath on 
going upstairs, and had some diffuse discomfort, which felt 
like wind. This discomfort got worse and became painful 
when she was hungry. As soon as she started to eat her 
appetite went and she felt sick. It is interesting to note 
that she denied any loss of weight. In fact she complained 


- that she had to buy new clothes because she was developing 


middle-age spread. While on holiday from June 14 to 19 
she began to vomit up “fluid like dirty water.” In July 
she had severe lower abdominal pain for the first time, and 
this was associated with vomiting up “cascades of dirty 
water.” 

In view of the urgent nature of the obstruction it was 
impossible to investigate her fully. Examination showed 
bilateral pelvic swellings. The haemoglobin on admission 
was 46%. Two days later a laparotomy was done, and 
bilateral ovarian cysts‘were removed. An annular constrict- 
ing tumour was found in the jejunum about 9 in. (22.5 cm.) 
below the duodeno-jejunal flexure. This was removed and 
an end-to-end anastomosis made. 

The patient made a good recovery and left the ward on 
September 19. Two months later she looked fairly fit. Her 
bowels were all right for the first time in her life without 
aperients, but she was getting pain in the back. On exami- 
nation a hard lump was felt in the right axilla and also in 
the pouch of Douglas. She died in May, 1953. 

Microscopical examination proved the jejunal lesion to 
be an adenocarcinoma extending into the mesentery. 
Sections of the ovaries showed bilateral columnar and 
tubular secondary carcinoma. 


TABLE I.—Carcinoma of Small Intestine (Pylorus to Ileo-caecal 
Valve). From the London Hospital Records, 1908-52 











Surgical Post 
Specimen Mortem Total 
Duodenum oe ne aie 10 28 38. C«s 
Region of the ampulla of Vater 7 21 
Above the ampulla .. -s 2 4 
Below ,, ad - i 3 
Duodeno-jejunal flexure ifs 3 1 4 
Jejunum .. es Bs i 6 4* 10 
lleum ae - ‘a ae 15 an 20 
Total oe is 34 38 72 














‘* Includes one probable secondary tumour. 


Comment.—The habitual use, or rather abuse, of aperi- 
ents in this case presumably blurred the onset of symptoms 
due to the stricture. The anaemia was due partly to bleed- 
ing and partly to the disturbance of absorption. Carci- 
noma of the small intestine is rare. From 1908 to 1952 72 
cases were seen at the London Hospital (Table I). If the 
duodenal cases, which as a class merge into carcinoma of 
the ampulla of Vater and pancreas, are omitted only 13 
cases occurred at or below the duodeno-jejunal flexure. 
Eight of the nine 








jejunal carcino- x = 
mata were annu- MY B 
lar constricting Ss 27 WO (25 Om 


growths and one 


was a_ polypoid . a . , 

. 5. Be i in 13 
situated 75 cm, be- FIO. boas helcine two” fairly high.” 
yond the flexure. one 65 cm. beyond, and one half-way 
Fig. 1 emphasizes along. 
the interesting 
point that the site is usually fairly close to the flexure. The 
20 ileal carcinomata, on the other hand, tended to occur not 
far above the ileo-caecal valve. 


Case 2. Leiomyosarcoma of Duodenum 


A married woman (record No. 24329/52) was admitted 
under Dr. Donald Hunter as an emergency case from the 
cardiac department on July 10, 1952, with a provisional 
diagnosis of “ anaemia, cirrhosis of liver.” 


Background.—She was born in 1906. Neither her parents 
nor her two sisters and brother had had any gastro-intestinal 
disease. Since her marriage in 1938 she had looked after 
her only child, born in 1939, and her home. Her husband, 
a G.P.O. van driver, served in the Army during the war. 
She was a non-smoker, took alcohol only at parties, and had 
never needed opening medicine for her bowels until 1950, 
when she began to take liquid paraffin. 

Course of Illness——The onset of symptoms is difficult to 
determine. During pregnancy she had attacks of palpitation 
followed by giddiness and fainting. During the war three 
further attacks occurred and after the war a few minor 
ones. In 1952 the attacks became more serious and culmin- 
ated in her collapsing in a swimming-bath. She was then 
referred to hospital. 

Her doctor’s story is slightly different. She attended the 
surgery from time to time with various minor complaints, 
but there were no symptoms which could be attributed to 
anaemia until February, 1952, when she fainted. In July 
she fainted again, and also vomited blood, and so was sent 
straight away to the London Hospital. 


Examination after admission showed a pale woman with 
a lump in the right loin. No other abnormality was de- 
tected on examination. Her haemoglobin was 48% and the 
liver-function tests were normal. A barium meal on July 21 
and a barium enema on August 8 were reported as being 
“normal.” (Re-examination of the films showed an inden- 
tation of the stomach and colon by an _ extraluminal 
mass corresponding to the tumour found at operation.) 
At subsequent physical examinations no lump could be 
felt. 
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She was going to be sent home, but on August 24 a 
further severe haemorrhage occurred and she became dis- 
orientated. The lump in the loin was again felt. A lapar- 
otomy was carried out after transfusion. A semi-cystic 
tumour was found arising from the posterior wall of the 
sécond part of the duodenum and extending in the meso- 
colon as far as the hepatic flexure. The tumour was re- 
moved together with some duodenum. The hole was re- 
paired, but the consequent constriction of the lumen 


made it necessary to do an emergency gastro-enterostomy’ 


four days later. Her recovery was uneventful, and 
when last seen in June, 1953, there was no digestive 
discomfort. 

Examination of the tumour showed a very vascular leio- 
myosarcoma surrounding a _ diverticulum lined with 
duodenal mucosa. Presumably the tumour originated as an 
intramural nodule and as it grew out subperitoneally it 
carried duodenal mucosa with it. Ulceration of the lining 
of the diverticulum led to haemorrhage which produced a 
tense mass. Later, as the blood found its way into 
the lumen of the gut, the mass became soft and impal- 
pable. 

Comment.—The hospital records from 1908 to 1952 show 
five other cases of leiomyosarcoma of the small intestine 
(Table I}. Four had formed diverticula, the contents of 


Taste II.—Sarcoma of Small Intestine (Pylorus to Ileo-caecal 
Valve). From the London Hospital Records, 1908-52 











Surgical Post 
deoaknan Mortem Total 
Leiomyosarcoma _ a 2 4 6 
Duodenum . os “a 1 1 2 
Jejunum and ileum me 1 3 4 
Lymphosarcoma . . eg ve 16 22 38 
num a aA ee 0 3 3 
Jejunum andileum ... - 16 19 35 














three being pus and one of blood. One arose from the 
duodenum. It perforated and the patient died of peritonitis. 
At necropsy a coincidental cirrhosis of the liver was found. 
Another of these patients was known to be well three years 
after resection in 1927, but it has proved impossible to trace 
her since that time. The fifth tumour, in the lower ileum, 
was solid and caused an intussusception. 


Case 3. Diffuse Angiomatosis of Intestine 


A man (record No. 48660/51) was admitted under Dr. 
Kenneth Perry from the Brentwood District Hospital on 
December 28, 1951, because of persistent anaemia. 

Background.—He was born in 1917. His parents and his 
brother were healthy. He was a bachelor living with his 
parents. He had worked as a carpenter for the local council 


and had served in the Black Watch during the war. He’ 


had always been a light smoker and taken little alcohol. His 
bowels were regular and he almost never took aperients. 
He admitted to epigastric discomfort occurring about one 
to one and a half hours after meals, which first came on in 
1944 while he was in the Army; further bouts occurred, 
especially in the winter, but they were slight and he never 
went to a doctor about them. 

Course of Illness.—The first symptoms suggesting anaemia 
occurred in the summer of 1948, when he began to get very 
tired. He went to his doctor and his haemoglobin was found 
to be only 33%. During the next months he was given liver 
and iron and felt himSelf again. At Christmas, 1950, there 
was a relapse and this time recovery was less complete. 
Throughout 1951 symptoms of anaemia persisted. In 
December, when he was admitted to the Brentwood District 
Hospital and investigated, his haemoglobin was 35%. As 
no cause for the anaemia could be found he was transferred 
to the London Hospital. 

Examination showed a well-built muscular man, 5 ft. 11 in. 
(1.8 m.) tall and weighing 13 st. 4 lb. (84.4 kg.). There were 


no spider naevi, but the tip of his spleen was felt on one 
occasion. The blood picture was that of severe secondary 
anaemia. Two barium-meal examinations revealed no ab- 
normality. The findings at laparotomy on February 8, 
1952, are shown in Fig. 2. The stomach and large gut 
appeared normal. The whole of the small gut was affected, 
the feel being similar to that of a distended pulsating varico- 
cele, Even the peripheral arteries were big and were seen 

















Fic. 2.—Case 3. Drawing to show the diffuse angiomatosis of 
small intestine. 


to be pulsating vigorously. Apart from this the liver and 
portal vein were normal. The spleen was about normal 
size, with a splenunculus of a similar size attached to its 
lower pole. 

Since discharge the patient had a further melaena in 
August, and had to be readmitted to hospital in 1953 for 
transfusions following a more severe haemorrhage. 

Comment.—There is no record of a similar case at this 
hospital. Fortunately it was possible for Miss P. Archer to 
make a drawing from her operation sketch. Peyton (1938) 
described a similar case in a boy aged 15; and Kaijser 
(1936) reviewed the literature of intestinal angioma up to 
1936. 


Summary 

Three cases of rare lesions of the small intestine are 
described. The lesions were carcinoma of the jejunum, 
leiomyosarcoma of the duodenum, and diffuse angio- 
matosis of the intestine. All three patients presented 
with anaemia. The early symptoms were vague and the 
diagnosis was difficult. 

Seventy-two cases of carcinoma and 44 cases of 
sarcoma of the small intestine have been recorded at 
the London Hospital since 1908. The sites of the 
tumours are recorded. The similarity in site and 
pathology of the jejunal tumours is stressed. The 
tendency for diverticulum formation in the cases with 
leiomyosarcoma is also recorded. 


We wish to thank Mr. Alan Brews for asking us to undertake 
the gut resection in Case 1 ; Miss P. Archer for the drawing of 
Case 3 ; and Dr. Denys Jennings for his help in preparing this 
paper. 
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THREE CASES OF SMALL-INTESTINAL 
NEOPLASM WITH UNUSUAL 
CLINICAL FEATURES 


BY 


P. A. RECHNITZER, M.D. 
AND 


J. BLAKE, M.B., M.Sc. 


(From the Department of Medicine, University of 
~ Edinburgh) 


New growths of the small intestine occur infrequently. 
Ewing (1940) states that the comparative incidence of 
malignancy in the large and small intestines is 97.5% 
and 2.5% respectively. Neoplasms of the small intes- 
tine may first produce symptoms because of (a) intestinal 
obstruction, (5) an associated anaemia (see Cases 1 and 
2), or (c) rarely because of malabsorption (see Case 3). 
In the absence of obstructive symptoms the diagnosis 
may be most difficult to make. 

The first two cases are presented because of the long 
latent period (17 months and four years respectively) 
between the recognition of an obscure anaemia and the 
ultimate discovery of its cause in spite of the most 
thorough investigations. The third case is described 
because of its initial clinical manifestations as idio- 
pathic steatorrhoea. 


Case 1 


In January, 1948, a 59-year-old woman began to have 
symptoms of general loss of strength, diarrhoea, and some 
colicky abdominal pain. She had lost 21 Ib. (9.5 kg.) in 
weight in the preceding year. She was first seen at the 
blood clinic in April, 1948, when physical examination was 
negative, except for slight pallor. The haemoglobin was 
66% (14.8 g.=100%), red-cell count 3,800,000, and colour 
index 0.86. The possibility of an alimentary tumour was 
considered, but an investigation with barium meal and 
enema was negative. Ferrous sulphate failed to raise the 
haemoglobin level, and in September she was admitted to 
hospital. The haemoglobin was 44%, red-cell count 
3,420,000, and colour index 0.65. The blood Wassermann 
reaction was negative and the E.S.R. was 75 mm. in one 
hour. The stool benzidine test was carried out on six 
occasions and was strongly positive on three. Fat-balance 
studies were negative. Gastric analysis revealed a histamine- 
fast achlorhydria. Sternal puncture showed a normo- 
blastic reaction. A barium meal and follow-through was 
negative. 

On October 25 the first of two injections (200 mg. and 
80 mg. respectively) of intravenous iron was given. These 
were not continued because of unpleasant side-reactions. 
At the time of discharge (November 24) the haemoglobin 
had risen to 64%, and 30 gr. (2 g.) of iron and ammonium 
citrate was given three times a day. This was followed by 
a rise in haemoglobin to 90% on January 20, 1949, and 
iron therapy was discontinued. In April the patient was 
feeling well, but her haemoglobin had fallen to 64%. Iron 
was started again, but produced no significant rise in the 
haemoglobin level. On September 8 she complained of 
loss of appetite and a dull ache on the left side of the 
abdomen. There was no history of vomiting or melaena. 
The haemoglobin had fallen to 56%. Manual examination 
of the abdomen revealed for the first time the presence of 
a firm, slightly tender mass in the left hypochondrium. It 
was not fixed to skin and was about the size of an orange. 
Sigmoidoscopic examination and barium enema _ were 
negative. 


In November laparotomy was carried out. In the left 
hypochondrium a tumour of the jejunum was discovered. 
It was not obstructing the lumen, but was adherent to the 
descending colon and had spread to the adjacent mesenteric 
lymph nodes. Microscopical examination revealed a car- 
cinoid tumour with more cellular irregularity than usual 
and frequent mitotic figures. The tumour was resected, 
and the patient made an excellent post-operative recovery. 
She remained well for eleven months, but in September, 
1950, the occurrence of upper abdominal pain and tender- 
ness suggested recurrence of the tumour. Her condition 
gradually deteriorated and she died in April, 1951. The 
post-mortem examination showed recurrence of the tumour 
in lymph nodes adjacent to the anastomosis, with further 
involvement of the bowel wall and metastases in the lungs. 


Case 2 


A woman aged 58 reported to the blood clinic in January, 
1948. She gave a history of general malaise, dyspnoea, 
palpitations, and precordial pain on exertion of one year’s 
duration. Her appetite was good and her diet satisfactory. 
There was no history of dyspepsia, change in bowel habit, 
or melaena, or previous illness. On physical examination 
no abnormalities were’ detected apart from a moderate 
degree of pallor. The blood count showed : haemoglobin, 
34% ; red cells, 3,440,000; colour index, 0.5. The cause 
of the anaemia was not apparent and the possibility of a 
silent alimentary tumour was considered. 

The patient was admitted to hospital for further investi- 
gation. The stool benzidine test was repeatedly strongly 
positive. There was free acid in the gastric juice, the 
E.S.R. was 25 mm. in one hour, and the blood Wassermann 
reaction was negative. A barium meal and enema were also 
negative. A total of 1,525 mg. of iron was given intra- 
venously over a period of seven weeks, and on discharge on 
March 20 her haemoglobin was 70% and red-cell count 
3,700,000. In April her haemoglobin was 68% and red-cell 
count 4,280,000, and she was given molybdenized ferrous 
sulphate, with no beneficial effects. During the following 
month she received 600 mg. of ‘iron intravenously. In May 
her haemoglobin had risen to 82% and the red-cell count 
was 4,550,000. In July she complained of a gradual recur- 
rence of malaise, breathlessness, and precordial distress on 
exertion and her haemoglobin had fallen to 56%. From 
then until June, 1949, her haemoglobin ranged from 60% 
to 76% in spite of continuous oral iron therapy. 


When next seen in February, 1952, her haemoglobin was 
37% and red-cell count 2,900,000. She had palpitations, 
dyspnoea, and precordial distress on exertion. It was estim- 
ated that she had lost about 14 Ib. (6.4 kg.) in weight 
during the preceding six months. Abdominal examination 
revealed a mass the size of a foetal head to the I¢ft of the 
umbilicus. The tumour was smooth and not fixed to skin. 
At laparotomy on March 10 a large tumour involving the 
proximal 2 ft. (60 cm.) of jejunum was found. At one point 
it had invaded the peritoneum, but there was no gross 
evidence of metastases. The tumour was resected and an 
end-to-end anastomosis performed. Microscopically the 
tumour consisted of clumps of polyhedral, epithelial cells 
with a peripheral zone of columnar cells. No true acinus 
formation was seen, though foci of degeneration had given 
rise to pseudo-acini. Mitotic figures were frequent. The 
appearances were much more suggestive of a carcinoid 
tumour than of a carcinoma, though they were not alto- 
gether characteristic of the former. 

On the third post-operative day it was discovered that the 
patient was leaking bile-stained fluid from her wound. 
Within a few hours a further operation was performed and 
a small leak from the anastomotic site was found and re- 
paired. Despite repeated transfusions, she gradually be- 
came weaker, and died six days later. At necropsy localized 
peritonitis following leakage at the anastomotic site was 
found. Macroscopically there was no evidence of secondary 
growths, but microscopical examination revealed deposits in 


the liver. 
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Case 3 


A man aged 43 was well until December, 1949, when he 
first noticed swelling of both ankles. This subsided spon- 
taneously during the next few weeks. In October, 1950, 
he first complained of diarrhoea, characterized by four or 
five frothy, yellowish, watery stools a day. This continued 
intermittently for eleven months and he was admitted to 
the Royal Infirmary, Edinburgh, on September 14, 1951, 
for investigation. During the preceding months he had lost 
42 lb. (19 kg.) in weight in spite of a reasonably good 
appetite. There was no history of abdominal pain. The 
family, social, occupational, and past histories revealed no 
information of diagnostic value. 

On examination he was seen to be a thin, pale, middle- 
aged man. The tongue was atrophic. The respiratory, 
nervous, and cardiovascular systems were normal except for 
the presence of hypotension ; his blood pressure was 90/60. 
The liver and spleen were not palpable and no abdominal 
masses were felt. He had gross clubbing of the fingers. 
There was minimal sacral oedema, but a moderate degree 
of bilateral ankle swelling. X-ray examination of the chest, 
urine analysis, and the stool benzidine test were negative. 
The initial blood count was haemoglobin, 69% ; red cells, 
4,600,000 ; colour index, 0.75; mean corpuscular volume, 
86.9 »*. The serum calcium was 7.7 mg. per 100 ml., and 
Trousseau’s sign was positive. The serum sodium equalled 
136 mEq./l. (312 mg. per 100 ml.); serum potassium, 
4.1 mEq./1. (16 mg. per 100 ml.) ; plasma albumin, 2.37 g.% ; 
and plasma globulin 2.21 g.%. Liver-function tests were 
negative. The Robinson—Kepler-Power water test gave a 
positive result. The glucose-tolerance curve was flat. 17- 
ketosteroid excretion was 8.4 mg. per 24 hours. A three- 
day fat-balance study showed that there was only 66% fat 
absorption and a barium meal gave evidence of a “ defi- 
ciency ” pattern. 

About a month after-admission the patient developed 
frank tetany with carpal spasm. This was relieved with 
antitetanic therapy, including calcium gluconate, “ para- 
thor-mone,” and vitamin D. The Sulkowitch test consis- 
tently revealed the absence of calcium from the urine. A 
diagnosis of idiopathic steatorrhoea was made and he was 
given: folic acid, 20 mg. daily, ferrous sulphate, 4 gr. (0.26 g.) 
thrice daily, multivitamin therapy, added salt (10 g. daily), 
and added protein (“casinal”), 100 g. daily. A total of 
100 mg. of intravenous iron was given during his last week 
in hospital. At the time of his discharge (December 11) he 
was subjectively much improved. Moreover he had gained 
28 Ib. (12.7 kg.) in weight, the blood pressure had risen to 
100/74 and the serum calcium to 11.3 mg. per 100 ml. The 
haemoglobin level was 77%. He was having only one or 
two stools a day and was completely free of oedema. 

He returned to work during January and February, 1952, 
but had to stop because of weakness. In May he developed 
colicky abdominal pain which gradually increased in 
severity. Laparotomy was carried out in another centre, 
and a tumour of the ileum was found completely obstructing 
the intestinal lumen. Microscopically this was a reticulo- 
sarcoma which had invaded the adjacent mesenteric glands. 
The tumour was resected. Although relieved of his obstruc- 
tive symptoms the patient continued to feel tired and was 
readmitted to the Royal Infirmary, Edinburgh, in September. 
The liver was now palpable three fingerbreadths below the 
right mid-costal margin and a chest x-ray film showed con- 
solidation in the left lower lobe with a large hilar shadow 
on the left side, suggesting metastatic tumour formation. 
The patient has continued to become progressively weaker. 


Summary and Conclusions 


Two cases of tumour of the small intestine are pre- 
sented in order to emphasize that an obscure anaemia 
may éxist for months or years before obstructive symp- 
toms occur, an abdominal mass is felt, or positive radio- 
logical evidence is obtained. The difficulty in arriving 
at an early correct diagnosis is evident. It is suggested 


that the presence of a hypochromic anaemia, with a 
persistently positive stool benzidine test, the origin of 
which cannot be explained by clinical, instrumental, or 
radiological investigations, is an indication for lapar- 
otomy. If such an anaemia is refractory to oral iron 
therapy, this is an additional reason for operation, as it 
suggests that the loss of blood is of a degree that cannot 
be counteracted by iron therapy or that malabsorption 
of iron from the small intestine is occurring. 

The third case is described because of the rarity with 
which the clinical and biochemical features of idiopathic 
steatorrhoea are associated with a neoplasm of the small 
intestine (Fairley and Mackie, 1937). 


We wish to thank Professor L. S. P. Davidson for his help in 
the preparation of this paper; Dr. Bruce Cruickshank, who 
examined and described the pathological specimens; and Mr. 
F. Gabel, of the Derbyshire Royal Infirmary, who kindly supplied 
the operative notes of Case 3. 
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THE SYNDROME OF HIGH-TITRE COLD 
HAEMAGGLUTINATION 


BY 


M. G. NELSON, M.D., M.R.C.P., D.T.M.&H. 
AND 


R. J. MARSHALL, M.D., M.R.C.P.I. 
From the Royal Victoria Hospital, Belfast 


Occasional normal sera contain an antibody which 
agglutinates red cells in the cold, but it is usually present 
only in low titre. The physiological significance of this 
agglutinin is unknown and its presence is of practical 
importance only in blood transfusion work. A consider- 
ably raised titre of such a cold agglutinin is commonly 
found in cases of virus pneumonia, and rarely in a 
variety of unrelated conditions, including haemolytic 
anaemia, hepatic cirrhosis, and trypanosomiasis. In 
cases in which the titre is exceptionally high, exposure 
to cold may result in marked agglutination of red cells 
in the vessels of the extremities, with symptoms of 
vascular insufficiency. This is usually a transient pheno- 
menon occurring at the height of the illness or during 
convalescence. 

Cold agglutinins are, however, sometimes found in the 
blood of persons who have not suffered from any recent 
illness. They appear suddenly in very high titre and are 
persistent rather than transient. They give rise to a 
prolonged illness characterized by Raynaud’s pheno- 
menon, peripheral gangrene, intravascular haemolysis, 
haemoglobinuria, and anaemia. 

We have recently had the opportunity of studying two 
further cases of this syndrome. 


Case 1 


A 47-year-old cycle-repairer noticed in the winter of 1950 
that at times his hands became numb and blue up to the 
wrists and the fingers dead-white. After each attack he 
experienced abdominal discomfort and passed black urine. 
At no time was there numbness or cyanosis of the feet, 
but the tip of the nose often became blue, and this he 
recognized as a sign of an impending attack. He was 
careful to avoid exposure to cold, as he soon realized that 
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this was the cause of his trouble. However, during the 
autumn of 1951 further severe attacks occurred when out of 
doors in cold weather. Mild attacks of digital ischaemia 
without haemoglobinuria resulted from slight exposure to 
cold induced in his ordinary occupation by handling cold 
metal tools or bicycle components. There was no history 
of pneumonia or of any other serious illness, and until the 
onset of the present condition he had been able to work 
for long hours in cold surroundings without ill effects. 

On admission to hospital there was no pallor of mucous 
membranes or any icterus. The skin of the distal segments 
of the digits was atrophic, but the colour was normal and 
all peripheral arteries pulsated strongly. The temperature 
was 98° F. (36.7° C.), pulse 90, blood pressure 138/86. He 
had bilateral direct inguinal hernias. Otherwise physical 
examination was negative. The urine contained no protein, 
red cells, or reducing substances, and there was no excess 
of urobilinogen. Renal-function tests showed normal excre- 
tion and radiological examination of the kidneys showed no 
opaque calculi. 

Clinical Investigations 

Exposure to Cold——The patient was taken for a walk in 
the hospital grounds on a cold afternoon—temperature 
42° F. (5.5° C.}—with the hands exposed. After 25 minutes 
both hands became numb and blue. Samples of blood 
were collected at hourly intervals after exposure; there 
was well-marked haemoglobinaemia in the first specimen, 
but net subsequently. This haemoglobinaemia was followed 
by haemoglobinuria, which was maximal two hours after 
the exposure to cold. 

Rosenbach Test.—The right arm was immersed for 15 
minutes in water at 54-57° F. (12-14°C.). Blood samples 
were taken immediately afterwards from both arms. The 
chilled hand showed ischaemic changes, but there was no 
oedema or allergic reaction to cold such as is seen in 
patients with syphilitic paroxysmal cold haemoglobinuria. 
Blood serum from the chilled limb was cherry-red, while 
that from the non-immersed limb was pink. Haemoglobin- 
uria did not occur. The haemoglobin levels in the samples 
of serum are recorded in the Table, which also shows the 
results of similar experiments in Case 2 and in a case of 
syphilitic paroxysmal cold haemoglobinuria. Spectroscopic 
examination of serum from the chilled limb revealed no 
pigment other than oxyhaemoglobin, even in a thickness of 


4.5 cm. 
Results of Rosenbach Test 











Free Haemoglobin (mg./100 ml. Serum) 
Case 
A B © 
1 18 190 110 
2 45 220 28 
z.  . 250 47 














Cases 1 and 2 suffer from high-titre cold haemagglutination, and J. from 
syphilitic paroxysmal cold haemoglobinuria. Column A=levels of free Hb 
in blood from right arm before its immersion in water at 54° F. (12° C.) 
for 15 minutes. Column B=levels of free Hb in blood from right arm 
following immersion. Column C=levels of free Hb in blood from left 
(non-immersed) arm. 


Observations on the Vessels of the Chilled Conjunctiva. 
—The anaesthetized conjunctiva was examined in a warm 
room with a slit-lamp corneal microscope, and its circula- 
tion was noted to be normal. Following the direct applica- 
tion of ice to the conjunctiva the blood stream slowed and 
became fragmented, small clumps of cells alternating with 
stretches of clear plasma. On subsequent warming the 
circulation quickly became normal. 

Examination of Nail-bed Capillaries after Chilling —This 
was unsatisfactory, as the heat of the microscope lamp 
rapidly warmed the chilled finger-tip. 


Laboratory Investigations 
On admission the haemoglobin was 88% Haldane (13 g.%) ; 
erythrocytes, 4,120,000 per c.mm.; leucocytes, 9,950 per 
c.mm., with normal distribution; reticulocytes, 0.5-1% ; 
platelets, 224,000 per c.mm.; E.S.R., 33 mm. in 1 hour at 


72° F (22°C.) and 31 mm. in 1 hour at 50°F. (10°C) 
(Wintrobe method); osmotic fragility of erythrocytes nor- 
mal. The blood group was O(@f) rhesus-positive (anti-D) 
and the Coombs test was strongly positive. Serum bilirubin 
was 0.8: mg. per 100 ml.; serum proteins, 6.7 g. per 
100 ml. (albumin 4.55 g., globulin 2.15 g.). A differential 
count on marrow aspirated from the iliac crest showed a 
normal distribution with 24.5% normoblasts of all stages 
of development. 

The Wassermann and Kahn reactions were negative. The 
serum contained a cold agglutinin active against his own 
and homologous erythrocytes to a titre which has remained 
persistently high during the period that he has been under 
investigation. When this test is carried out with normal 
saline as diluent the titre at 32° F. (0° C.) has been 1 :20,480, 
but using bovine albumin as diluent the titre is enhanced 
many-fold, and has been as high as 1:327,680. The activity 
of this agglutinin falls sharply between 50 and 68° F. (10 and 
20° C.) and is completely inhibited at body temperature. 


Temperature Titre Temperature Titre 
32° F. (0° C.) 1: 20,480 | 68° F. (20° C.) re 1: 1,280 
50° F. (10° C.) 1: 20,480 98-6° F.(37° CC.) ... 0 


No cold haemolysin could be detected in the serum using 
the technique described by Dacie and de Gruchy (1951). 

The cold agglutinin was found to be absorbed on to the 
surface of erythrocytes collected from the patient’s blood, 
which was allowed to clot at room or refrigerator tempera- 
ture but not at 98.6° F. (37° C.). If these erythrocytes were 
repeatedly washed with warm saline the cold agglutinin was 
eluted from the cells. A Coombs test then carried out on 
such washed cells was found to give a positive result, which 
indicated the presence of an adsorbed cold immune body. 
The presence of this incomplete immune body can also be 
demonstrated by adding homologous cells to the serum, 
chilling the mixture, eluting the cold agglutinin with warm 
saline, and testing the washed cells with anti-human globulin 
serum, when a positive result is also obtained. This immune 
body is regarded by Ferriman et al. (1951) as an incomplete 
cold antibody, and is probably an enhanced titre of the 
incomplete cold antibody described by Dacie (1950a) in 
normal sera. 

The Donath-Landsteiner test has been repeatedly carried 
out both without acidification and after adjusting the pH 
to 6.6. It has always been negative. A control Donath- 
Landsteiner test carried out on the serum of a patient with 
syphilitic cold haemoglobinuria has been persistently posi- 
tive, and this reaction has been enhanced by acidification. 


Treatment 
The patient was advised to avoid unnecessary exposure to 
cold by wearing woollen mittens and remaining indoors as 
much as possible. In order to obtain peripheral vasodilata- 
tion tolazoline hydrochloride and nicotinic acid were given 
by mouth, but there was no evidence that they brought any 
lasting benefit. 


Case 2 


A 40-year-old fitter noticed during the winters of 1949 
and 1950 that both hands became numb and painful during 
frosty weather. The hands were deeply cyanosed and the 
digits showed blue-and-white mottling ; there was also cyan- 
osis of the nose and ears, but the feet remained normal. 
During a cold spell in December, 1951, the tips of both the 
index and little fingers gradually became dry, black, and 
extremely painful. The only previous illness was pneumo- 
coccal lobar pneumonia in 1947, which had responded satis- 
factorily to chemotherapy. 

On admission to hospital there was a moderate pallor of 
exposed mucous surfaces but no icterus. The hands showed 
mottled bluish discoloration, and the fingers were waxy- 
white, with shiny atrophic skin. Light touch and pin-prick 
were not appreciated. There was dry gangrene involving 
the distal segments of the index and little fingers of both 
hands (see illustration). Arterial pulsation was good in the 
radial and ulnar arteries, and there were no changes in the 
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Photograph of the hands of Case 2, showing symmetrical digital 
gangrene. 


vessels or skin of the feet. The temperature was 97° F. 
(36.1° C.), pulse 84, blood pressure 180/90. No other ab- 
normality was detected on clinical examination. The urine 
contained no protein, red cells, or excess urobilinogen ; 
there was no haemosiderin in the urinary deposit. X-ray 
examination showed moderate enlargement of the left ven- 
tricle ; there were no bony cervical ribs. 

After nine days’ treatment with local heat to the hands 
and vasodilator drugs there was no improvement in the 
gangrene, and the tips of both forefingers were amputated. 


Clinical Investigation 

Exposure to Cold.—Five days after amputation of the 
gangrenous finger-tips the patient was up and about in the 
ward, when he developed a severe attack of digital ischaemia. 
The amputation stumps were particularly painful, and the 
tip of the nose and right ear became blue. It was noted 
that pressure on an area of cyanosis failed to produce 
blanching (negative Parisius phenomenon). The pain and 
vascular changes were relieved after a few moments’ immer- 
sion of the hands in water at 104° F. (40° C.). 

Rosenbach Test——As in Case 1, serum from the chilled 
limb contained a large amount of free haemoglobin (see 
Table). Spectroscopic examination showed, in addition to 
oxyhaemoglobin, a weak band at 630 mz. It was mostly 
but not completely removed by. bringing up to pH 9, and 
formed a small amount of haemochromogen (band 560 m,) 
in Schumm’s test. This could have been methaemoglobin 
mixed with a little methaemalbumin, but the amount 
present was minute. 

Observations on the Chilled Conjunctiva—The changes 
following the application of ice to the conjunctiva were 
similar to those noted in Case 1. 


Laboratory Investigations 

Initially the haemoglobin was 57% Haldane (8.4 g.%); 
erythrocytes, 2,650,000 per c.mm.; leucocytes, 7,350 per 
c.mm., with normal differential count ; reticulocytes, 2.5% ; 
osmotic fragility of erythrocytes normal. Sedimentation 
rates per hour determined by the Wintrobe method were: 
50° F. (10° C.), 22 mm. ; 72° F. (22° C.), 45 mm.; 98.6° F. 
(37° C.), 21 mm. The blood was group A(§) rhesus-positive 
(anti-D), and the Coombs test was positive. Serum bilirubin 
was 1.8 mg. per 100 ml. ; serum proteins, 6.6 g. per 100 ml. 
(albumin 3.8 g., globulin 2.8 g.); thymol turbidity, 2.5 units ; 
alkaline phosphatase, 9 (King-Armstrong) units; brom- 
sulphthalein retention, 5% in 30 minutes. Sternal marrow 
showed normoblastic hyperplasia with a preponderance of 
intermediate forms. 

The Wassermann and Kahn reactions were negative. An 
agglutinin active in high titre in the cold against the patient’s 
own and homologous erythrocytes was present in the serum. 
It has been tested for on six occasions, and with a saline 
diluent the titre has been relatively fixed at 1:20,480. A 
higher titre was obtained using bovine albumin as diluent 
(1:81,920). The agglutinin is most active between 32 and 


50° F. (0 and 10°C.), and its activity diminishes rapidly 
above 68° F. (20° C.) 


Temperature Titre Temperature Titre 
32° F. (0° C.) 1: 20,480 68° F. Ps0° C.) 1: 1,280 
50° F. (10° C.) 1: 20,480 98-6° F. (37° C.) 0 


On frequent testing no cold haemolysin could be demon- 
strated either with or without acidification of the serum, 
using the technique described by Dacie and de Gruchy 
(1951). 

An incomplete cold antibody was also present in this 
serum as demonstrated by a positive Coombs test after 
elution of the complete cold antibody as in the previous 
case. 

The Donath-Landsteiner reaction gave equivocal results. 
On two occasions it was negative even with acidification, 
but on two other occasions haemolysis occurred with acidi- 
fied serum although all controls were negative. 


Treatment 

A course of 100 mg. of A.C.T.H. daily. for six days pro- 
duced no clinical or haematological remission. Urethane 
was then tried, and a total of 63 g. was taken over a period 
of three weeks. After ten days the titre had fallen to 
1:2,048, but despite continuance of treatment the titre rose 
to its original level and there was no clinical improvement. 
Peripheral vasodilator drugs were given as in Case 1, and 
again had no effect. The only effective measure consisted 
in the avoidance of undue exposure to cold surroundings. 

Discussion 

The onset of the disease in both cases was characterized 
by the sudden spontaneous appearance of numbness and 
cyanosis of the hands during exposure to cold. These 
changes are produced by massive agglutination of erythro- 
cytes in the blood vessels. This phenomenon can be demon- 
strated by examining the conjunctival vessels under the slit- 
lamp microscope after instilling iced water into the conjunc- 
tival sac (Iwai and Mei-Sai, 1925, 1926), when slowing and 
fragmentation of the blood column can be directly observed. 
That a similar process occurs in the extremities is inferred 
from the absence of blanching following pressure on the 
cyanosed fingers (negative Parisius phenomenon). Attempts 
to examine the nail-bed capillaries of the chilled finger 
directly with the capillary microscope were not successful, 
as the heat of the microscope lamp warmed the part and 
reversed the process of agglutination. Further observations 
carried out on our two cases have shown that the attacks 
of numbness and cyanosis of the hands can be adequately 
explained by intravascular haemagglutination (Marshall, 
Shepherd, and Thompson, 1953). 

When exposure to cold is excessively prolonged throm- 
bosis may occur in the vessels distal to the blocked area. 
This is irreversible and when extensive enough leads to 
gangrene, which has been described as an unusual compli- 
cation of high-titre cold agglutination by McCombs and 
McElroy (1937), Benians and Feasby (1941), Stats and 
Bullowa (1943), Carey, Wilson, and Tamerin (1948), and 
Ferriman et al. (1951). In our second patient, whose occu- 
pation entailed the handling of sheet-metal plates eut of 
doors, prolonged exposure resulted in the development of 
symmetrical digital gangrene. Microscopical examination 
of the amputated finger-tips revealed thrombi, and such 
histological evidence as was available was consistent with 
these having been initiated by stasis. 

It is surprising that the clinical symptoms are not always 
related to the titre of cold agglutinins. In the case recorded 
by Erf (1945) there were no symptoms directly referable 
to haemagglutination, although the titre was reported as 
1:4,194,304. It may be that activity of this agglutinin in 
the body does not parallel that in vitro, or that, as Henne- 
mann (1951) has suggested, the thermal amplitude of the 
antibody is the important factor in determining the occur- 
rence of symptoms. 

Exposure to cold causes not only intravascular haem- 
agglutination but also haemolysis. This seems to be a 
purely local phenomenon, and can be demonstrated by 
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chilling a single limb from which blood samples are col- 
lected before and after cooling (Rosenbach test). Stats 
and Bullowa found only oxyhaemoglobin in serum from 
the chilled limb, and concluded that simple haemolysis 
occurs without alteration of the blood pigment. Serum 
from one of our cases also showed oxyhaemoglobin alone, 
but in the other there was in addition a small amount of a 
pigment which may have been a mixture of methaemo- 
globin and methaemalbumin. Although haemoglobinaemia 
in the single chilled limb is a constant feature in these 
patients, insufficient pigment enters the general circulation 
to produce haemoglobinuria during the performance of the 
Rosenbach test. 

There is a wide divergence of views regarding the mecha- 
nism of haemolysis. It seems that intravascular stasis in 
small vessels contributes to haemolysis by allowing more 
time for the erythrocytes to agglutinate under the influence 
of cold, and that “cohesion of erythrocytes may lead to 
their prompt mechanical destruction while in motion in the 
circulation,” as suggested by Shen, Castle, and Fleming 
(1944). This mechanistic concept is supported by the experi- 
ments of Stats (1945), who showed that when mixtures of 
sera containing cold agglutinins and homologous cells were 
shaken during refrigeration at 32°F. (0° C.) haemolysis 
resulted. In contrast with this theory of mechanical fragi- 
lity, Dacie (1950b) claims to have detected the presence of 
a haemolysin in the serum. It is demonstrable only by 
altering the pH of the mixture to the physiological range 
or a little below it, and the titre is low. We have made 
repeated attempts, using an identical technique, to detect 
such a haemolysin in our two cases, but without success. 

The anaemia found in patients with this condition is of 
the haemolytic type. It should be proportional to the 
extent of intravascular haemolysis as judged by the degree 
of haemoglobinaemia and haemoglobinuria. However, no 
distinct relationship between these manifestations and 
anaemia may be evident. In one of our cases there was 
well-marked anaemia in the absence of haemoglobinuria. 

It is claimed by Benians and Feasby (1941), Helwig and 
Freis (1943), and Forbes (1947) that the E.S.R. increases 
when the test is performed at low temperatures owing to 
the enhanced activity of the agglutinins. However, Stats 
and Wasserman (1943) maintain that the increased viscosity 
of blood at low temperatures may retard the E.S.R., and 
this occurred in the patient reported by Mellinkoff and 
Pisciotta (1949). In Case 1 a reduction in temperature 
from 72 to 50° F. (22 to 10°C.) had no significant effect 
upon the E.S.R., but in Case 2 there was marked retardation. 

The treatment of this condition is very unsatisfactory. 
Some authors have claimed that the use of vasodilator drugs 
has procured improvement in the Raynaud phenomenon, 
but in our cases they had no effect. Since there is no 
evidence that an ‘excessive, vasomotor tone contributes to 
the digital ischaemia, it is not surprising that sympathectomy 
failed to produce relief in the case recorded by Hanns 
(1943). The most effective measure consists in avoiding 
exposure to a cold environment by keeping the extremities 
well wrapped up and remaining indoors as much as possible 
during the winter. Attempts have been made to prevent 
the formation of cold agglutinins or to inactivate them, 
but without success. Bateman (1949) administered heavy 
doses of salicylates, which have been shown in animal 
experiments to be capable of blocking the antigen-antibody 
reaction, but there was no significant improvement either 
in the titre of cold agglutinins or in the symptoms. A short 
course of A.C.T.H. produced no change in one of our 
patients, and Ferriman et al. also noted no benefit from it. 
More prolonged treatment of the same case with urethane, 
undertaken in the hope of inhibiting the activity of the 
reticulo-endothelial system as a producer of immune bodies, 
was similarly without lasting effect. 


Summary 


Two cases are reported which readily developed the 
Raynaud phenomenon and intravascular haemolysis on 


exposure to cold. One showed, in addition, bilateral 
symmetrical gangrene of the finger-tips and severe 
haemolytic anaemia, while the other was subject to 
attacks of haemoglobinuria. Examination of the serum 
of both cases revealed cold agglutinins in high titre. 
Treatment is unsatisfactory, and the only effective 
measure is the avoidance of cold surroundings. 


We wish to thank Dr. S. B. Boyd Campbell and Dr. J. T. 
Lewis for permission to publish these cases, Professor D. C. 
Harrison for performing the spectroscopic analyses, and Mr. D. 
McA. Mehaffey for the photography. 
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The sequence of thiopentone, nitrous oxide and oxygen, 
and a relaxant and controlled respiration, aptly described 
by Gray and Rees (1952) as a pyramid having as its 
base apnoea with sides consisting of narcosis, relaxation, 
and analgesia, has for some time held an important 
place in anaesthesia for abdominal surgery. This tech- 
nique produces excellent operating conditions, but the 
use of longer-acting relaxants such as D-tubocurarine 
chloride and gallamine triethiodide creates special 
problems, in particular the difficulty in controlling the 
duration of relaxation without the use of antidotes. 
The anaesthetist, faced with the problem of obtaining 
relaxation for peritoneal closure, is loath to give a 
further injection of a long-acting relaxant, and may use 
some less satisfactory alternative. 

Even when relaxants are withheld during the latter 
stages of a major abdominal operation the patient is 
often left in a state of partial curarization, and the 
anaesthetist must either accept this or administer neo- 
stigmine. Here one encounters varying opinions, some 
advocating neostigmine in every case, some never. How- 
ever, the decision to give or withhold neostigmine is a 
delicate one, and each case must be judged on its merits. 

The side-effects of neostigmine, such as bradycardia, 
salivation, and vomiting, and the occasional occurrence 





‘+ SUCCINYLCHOLINE 


318 Aua. 8, 1953 





BRITISH 
MEDICAL JOURNAL 


WITH PETHIDINE 





of collapse or bronchial spasm, all of which may occur 
in a patient well under the influence of atropine, make 
the routine use of this drug potentially dangerous, so 
that the antidote may well be more dangerous than the 
condition for which it is given. Macintosh (1949) and 
Clutton-Brock (1949) report two fatalities immediately 
after the injection of neostigmine at the end of opera- 
tion. On the other hand, the patient who is allowed 
to return to the ward in a partially curarized state fol- 
lowing an abdominal operation may become critically 
hypoxic and later develop pulmonary complications. 

The short-lived but potent action of succinylcholine 
should make it an ideal agent for prolonged relaxation 
in abdominal surgery when given by intravenous drip. 
Thesleff and von Dardel (1951) used the iodide by this 
method in a series of 132 operations, mainly abdominal, 
employing a 0.1% solution at a rate of 2 to 8 mg. a 
minute in patients whose ages varied from 11 to 70 years. 
They did not aim at complete apnoea, but found mus- 
cular relaxation excellent. No toxic effects were noted, 
even in poor-risk patients. Bourne, Collier, and Somers 
(1952) used succinylcholine chloride (“scoline”) for 
abdominal relaxation in 68 cases, an unspecified number 
of which were by continuous drip. They thought the 
method cumbersome and found that a steady rise in 
blood pressure often occurred and that respiration was 
sometimes slow to recover. Foldes (1952), however, 
criticized what he thought to be the excessive dosage 
used by these and other British workers, stating that 
adequate relaxation without apnoea could be obtained 
with approximately one-fifth of the dosage used in this 
country. Green (1952, 1953) had good results in 146 
abdominal operations, using a 0.1% solution and giving a 
test dose to the conscious patient. Apart from the initial 
thiopentone, he used only nitrous oxide for maintenance 
of anaesthesia, and stressed the need to effect early 
saturation, a point well demonstrated earlier by Brennan 
(1952). 

In the present series of 289 abdominal opera- 
tions the sequence of thiopentone, nitrous oxide, con- 
tinuous succinylcholine chloride, and intermittent intra- 
venous pethidine was used. After some experiment, 
a 0.15% solution of succinylcholine in normal saline was 
decided upon as giving simple control without excessive 
fluid, 750 mg. being added to 500 ml. of saline in the 
usual transfusion bottle Most of the patients were 
adults, but the ages varied from 14 to 82 years. 


Description of Technique 
Fit adults received “ omnopon,” 1/3 gr. (22 mg.), and 
scopolamine, 1/150 gr. (0.43 mg.), one hour before opera- 
tion. Elderly or seriously ill patients were given atropine, 


1/100 gr. (0.65 mg.), with or without a small dose of 
morphine. Thiopentone, 0.3 to 0.5 g.—a dose which need 
rarely be exceeded—was followed by 40 to 50 mg. of 
succinylcholine, and the succinylcholine drip was then 
started through the same needle, preferably not smaller 
than size 12, just fast enough to prevent clotting. In one 
patient to whom a test dose of succinylcholine was given 
before thiopentone painful muscular contractions resulted, 
and the method was therefore abandoned. 


After inflation of the lungs with oxygen, the cords and 
trachea were sprayed with 4% lignocaine hydrochloride, and 
in most cases a 
cuffed tube was 
then passed orally. 
For the next 10 
to 15 minutes the 
patient was hyper- 
ventilated with 6 
litres of nitrous 
oxide to 2 litres 
of oxygen, and 
the succinylcholine 
drip was speeded 
up sufficiently to 
keep the patient 
just apnoeic. This 
is an adjustment of 
some delicacy and 
one greatly facili- 
tated by the use 
of a drip control 
attached directly to 
the upright of the 
drip stand and 
actuated by a large 
milled head, as 
shown in the 
photograph. This 
arrangement was 
specially useful to 
the single-handed 











anaesthetist en- ; " o 
gaged in manipu- Drip control —_ upright of drip 
lating the bag. 


When saturation with nitrous oxide was considered adequate, 
the closed circuit was used with 1 litre of nitrous oxide to 
approximately 300 ml. of oxygen and an intentional leak 
in the circuit. Before the peritoneum was opened 10 to 
20 mg. of pethidine was given, and this dose was repeated 
at the most traumatizing stages of the operation, particu- 
larly in gastrectomies and other major abdominal pro- 
cedures. The succinylcholine drip was stopped as the 
peritoneum was being closed. 

Details of the operations, together with the average doses 
of thiopentone, succinylcholine, and pethidine, and the 
average times taken to resume breathing, are shown in 
the accompanying Table. 
































Average Dose of Average Time Average 
No. of Average ‘o Start Time 
Operation , No. Emer- | Average | Length of Breathing to Resume 
gencies Age Operation | Thiopentone | Succinylcholine} Pethidine er Normal 
‘ Stopping Drip Breathing 
Minutes " mg. 1 i i 
Partial gastrectomy 42 4 50 94 &4 65 6S “—— — 
Cholecystectomy 20 _— 49 48 0-4 350 35 2:5 6:0 
Splenectomy 6 _ 30 45 0-35 300 30 10 3-0 
Prostatectomy .. 11 <= 64 40 0-35 350 35 1-0 40 
Appendicectomy 30 16 35 30 0-35 200 25 1-5 40 
Hysterectomy .. 40 — dt 72 0-45 620 36 2-6 4-5 
Wertheim’s hysterectomy - 4 — 50 150 0-45 1,150 75 40 13-0 
Miscellaneous passages zs 32 8 43 55 0-4 420 30 3-5 6-0 
Caesarean section d ca 11 — 30 40 0-3 300 25 0-6 3-0 
Intestinal obstruction .. 18 18 50 62 0-35 320 30 2:0 6-0 
— peptic — 5 5 55 25 0-3 200 25 1-5 40 
15 2 52 25 0-45 200 20 0-5 2-5 
Bladder operations 4 — 62 46 0-4 376 25 1-5 °" 45 
Closure o ootentomy Re 4 -- , 58 38 0-4 190 30 0-25 2°5 
Others ¥ 47 6 52 55 0-35 300 35 20 4-5 
Total 289 59 
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Advantages and Disadvantages 


Advantages of Pethidine-——Although a few early cases 
in the series were maintained on nitrous oxide, oxygen, 
and succinylcholine alone, the occasional slight movement 
of a limb or eyelid showed that analgesia was not adequate. 
The use of small doses of pethidine has, in our experience, 
prevented such reflex disturbances, has diminished appre- 
ciably the amount of succinylcholine required, and has, 
by providing analgesia with little narcotic effect, contri- 
buted materially to the good post-operative condition of 
the patient. Moreover, its action as a bronchodilator faci- 
litates inflation of the lungs. 

Use of the Cuffed Tube.—Succinylcholine provides such 
perfect intubating conditions that an oral cuffed tube can 
be passed easily and leisurely. While this was done in all 
lengthy operations, or in those in which there was any 
risk of regurgitation of stomach contents, equally good 
results were obtained by one of us (E. J.) using a simple 
airway in shorter non-emergency operations such as 
appendicectomy and herniotomy. However, in view of the 
possibility of inflating the stomach during hyperventilation, 
we think that most anaesthetists would prefer to have an 
endotracheal tube in position. 

Indications and Contraindications—The cases in this 
series comprise a fairly representative selection of abdo- 
minal operations, in all of which extremely good operating 
conditions were provided. Some of the cases uséd in this 
trial were of rather short duration, and, while the method 
produced ideal conditions for appendicectomies and hernio- 
tomies, it should perhaps be reserved for cases in which 
surgical difficulty is anticipated. Again, a single appendi- 
cectomy will probably be over too quickly®to justify its 
use, but where the operation is one of a list, there is no 
greater difficulty in setting up the succinylcholine drip than 
in giving repeated injections of D-tubocurarine or other 
relaxant. However, we found that the method was seen 
to its best advantage in the more lengthy and extensive 
abdominal operations—for example, gastrectomy, hemi- 
colectomy, and cholecystectomy. In emergencies, too, it 
was found that the method gave excellent operating condi- 
tions, and that the patient’s condition at the end of opera- 
tion was most satisfactory. 


Some Special Cases 


Eleven cases of caesarean section (lower segment) were 
anaesthetized by this technique. In one of them the infant 
was lively and cried immediately, while the mother’s condi- 
tion was excellent. In another case, a toxaemia of preg- 
nancy, anaesthesia was induced with 0.35 g. of thiopentone, 
and the infant was sleepy and did not cry for five minutes. 
It was thought that the induction dose of thiopentone was 
rather high in this case, and that this was responsible for 
the sleepy condition of the infant. 

For gynaecological operations in which the surgeon was 
satisfied with a moderate Trendelenburg position, the tech- 
nique was found satisfactory, but where the maximum table 
tilt was used the technical difficulty of maintaining the 
succinylcholine drip made the method scarcely worth while. 
One patient, a very fat woman of 61 undergoing a Wert- 
heim’s hysterectomy, required 1.5 g. of succinylcholine in 
two and a half hours. Although respiratory movements 
returned within three minutes of stopping the drip, the 
respirations remained shallow and diaphragmatic in type 
for a further twenty minutes. Apart from oxygen no special 
treatment was given, and at the end of this time the respira- 
tions had become normal and recovery was uneventful. 
This is the longest time noted in the series for the return 
of normal respiration. 

A few cases not included in this series have been given 
continuous succinylcholine for haemorrhoidectomy. Here 
again operating conditions were excellent, but in one case 
(a muscular man of 41) the surgeon stated that the anal 
sphincter was not relaxed, although it was noted at the 


time that there was perfect relaxation of the abdominal 
wall. This is the only case in which failure of relaxation 
with succinylcholine has been noted. Clearly, however, 
haemorrhoidectomy is too short an operation to justify the 
use of a drip, and intermittent injection of succinylcholine 
would appear to be more suitable. 


An Emergency Laparotomy 


This case is cited to show that the technique can be 
used successfully, evem in grave emergency, provided that 
only minimal quantities of anaesthetic and relaxant are 
used. 

The patient, a woman of 59, was admitted in a moribund 
condition following severe haematemesis, which had been 
preceded for some weeks by vague dyspeptic symptoms. 
The blood pressure on admission was not recordable, and 
her respiration was gasping in character. After a rapid 
transfusion of 4 pints (2.3 litres) of blood, however, the 
general condition improved slightly, and the surgeon con- 
sidered that operation offered the only hope of arresting 
the .bleeding. Just before operation the systolic: blood 
pressure was 50 mm. Hg and the pulse rate 120. Anaes- 
thesia was induced with 0.15 g. of thiopentone followed 
by 20 mg. of succinylcholine. After a cuffed oral tube 
had been passed, anaesthesia was continued with a 50% 
mixture of nitrous oxide and oxygen. The patient was 
apnoeic for only two minutes at the start—perhaps a 
tribute to the cholinesterase content of fresh transfused 
blood—and was kept apnoeic during the 60 minutes of the 
operation by 100 mg. of succinylcholine. Pethidine was 
not given. Laparotomy showed a cirrhotic liver, a stomach 
distended with clotted blood, and large freely bleeding 
oesophageal varices. Attempts to arrest the bleeding were 
only temporarily successful, but the pulse rate and blood 
pressure remained almost unchanged throughout the opera- 
tion. Respiration started almost as soon as the succinyl- 
choline drip was stopped, and was adequate within three 
minutes. The patient died one hour after operation from 
fresh and massive haemorrhage. 


Characteristic Effects of Continuous Succinylcholine 


In these cases the relaxation of the abdominal wall was 
always excellent, and the peritoneum during closure was 
described by one surgeon as “hanging in festoons.” A 
few patients, for purposes of observation, were allowed to 
breathe spontaneously for a short time, but we found that 
respirations of any depth were accompanied by the return 
of tone in the lateral muscles of the abdominal wall. The 
work of Gray and Rees (1952) and Dundee (1952), who 
demonstrated the effect of controlled respiration in decreas- 
ing the dosage of thiopentone and relaxant, would seem to 
apply equally well to succinylcholine. 


Bleeding in these cases was described by the surgeons 
as moderate, with little tendency to oozing. Many of the 
patients awoke on the table, and the others had active 
reflexes within a very short time. As stated above, post- 
operative analgesia was provided by the pethidine, and there 
was little tendency to restlessness. The post-operative con- 
dition of the patients was good, and there was very little 
deterioration during the immediate post-operative period, 
in contrast to the picture often seen when cyclopropane, 
or to a lesser extent ether, are withdrawn. The pulse rate 
tends to remain slow and stable both during and after 
operation, in contrast to the characteristic changes seen 
with cyclopropane, gallamine triethiodide, and neostigmine. 
No case of arrhythmia was observed. The blood pressure 
sometimes showed an initial fall, ascribed to the thiopentone, 
followed by a rapid restoration to the normal level. Where 
pethidine was not used, as in some of the very early cases, 
the climbing type of blood-pressure chart was sometimes 
met with, especially in long gastrectomies, and this in spite 
of adequate lung ventilation. With pethidine, however, 
this picture was not seen, and the blood-pressure charts 
pursued a constant course. 
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The most pleasing observation in these cases has been 
the spontaneous return of normal respiration within a few 
minutes of cessation of the drip, although the peritoneum 
has been perfectly relaxed for closure. The average time 
taken for the return of respiratory movements in these cases 
has been one and a half minutes, with a further period of 
two and a half minutes before full normal intercostal 
breathing returned. The figures showed considerable indi- 
vidual variation, but the impression was formed that in 
those cases which took longer than usual to start respira- 
tory movements the return of normal respiration was 
quicker. No doubt the dosage of thiopentone, pethidine, 
and succinylcholine, and the degree of ventilation of the 
lungs, all influenced these figures, but the relative import- 
ance of each of these factors in prolonging apnoea is 
difficult to assess. 


Summary 


A technique for anaesthesia in abdominal surgery is 
described, using thiopentone, succinylcholine by continu- 
ous drip, intermittent pethidine, and controlled respira- 
tion with nitrous oxide and oxygen. 

The succinylcholine drip gives a flexibility of control 
not obtainable with other relaxants, while respiration is 
quickly restored after the drip has been stopped. No 
case of prolonged apnoea has been met with. Given a 
well-trained nurse, the method is no more cumbersome 
than repeated injections of D-tubocurarine or other 
relaxant, even for the single-handed anaesthetist. 

The technique is suitable for both planned and emer- 
gency abdominal surgery, in both fit and seriously ill 
patients. 

The use of pethidine minimizes reflex disturbances 
and adds greatly to the post-operative well-being of the 
patient. 


Thanks are due to our surgical and theatre nursing staff 
colleagues at Rush Green and Wanstead Hospitals, and particu- 
larly to our resident anaesthetists Dr. M. O’Callaghan, Dr. 
Pramanik, and Dr. W. R. Lamb. 
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The Alcoholic Research Foundation, Toronto, was set up 
to conduct and promote research in alcoholism and the 
treatment and rehabilitation of alcoholics. Its annual report 
for 1952 gives an account of treatment methods and prob- 
lems. In dealing with alcoholism of psychological origin 
the Foundation advocates informal group sessions under the 
direction of a psychiatrist and consisting in the exchange of 
experiences, attitudes, and knowledge by the participants. 
Many patients make real progress from this method. Others 
have been helped more by short interviews of 5-10 minutes. 
“ Antabuse” continues to be used, although many who 
might be helped by it are dissuaded from taking it through 
previous misinformation. In employing antabuse no use 
has been made of the trial reaction with alcohol after the 
patient has been-on the drug for a few days ; it is considered 
unnecessary to use this test now that clear information is 
available to the patient. According to the report, there is 
room for more careful screening and instruction of patients 
on the use of antabuse if it is to give the maximum 
benefit. One problem causing concern is the increasing use 
of sedatives of the open chain ureide group, to which 
patients often become habituated. 


AN UNUSUAL CASE OF SYPHILITIC 
PARKINSONISM 


BY 


K. G. NEILL, M.B., Ch.B. 
Medical Registrar, Croydon General Hospital 


Although the recent literature on syphilis as a cause 
of Parkinson’s syndrome is scant, it is an accepted fact 
that Treponema pallidum can cause the features of this 
condition (Guillain, 1935 ; Kinnier Wilson, 1940). The 
signs of involvement of the basal ganglia may appear 
soon after the original infection or may be delayed for 
some years. Pires (1935) reports the case of a man 
aged 32 who had a primary chancre five years previously, 
and three months after finishing a course of arsenic 
and bismuth injections developed rigidity in the right 
arm, pill-rolling movements of the fingers, and loss of 
facial expression. 

Cases of Parkinson’s syndrome combined with tabes 
dorsalis or general paralysis have also been recorded 
(Chavany and Levy, 1926 ; Dumas ef al., 1928 ; Urechia 
and Retezeanu, 1936b). 

Urechia and Retezeanu (1936a) describe the case of 
a young woman, aged 24, whose first symptoms were 
uselessness of the hand for five minutes after she got 
out of bed in the mornings. She developed a typical 
a lateron. This case was of particular 
interest in that the blood Wassermann reaction was 
negative but the cerebrospinal fluid Wassermann reaction 


was positive. 

Cases of oculogyric crises, in association with other 
Parkinsonian features due to T. pallidum, are recorded 
by Pearson (1927) and Cossa et al. (1936). 


The following case of syphilitic Parkinsonism seen 
at this hospital is of particular interest in that the patient, 
aged 43, appears to be a congenital syphilitic. The 
Parkinsonian features were well marked and were pro- 
gressing. A survey of the literature failed to reveal a 


similar case. 
Case Record 


A professional fur classer aged 43 had not felt really fit 
since the removal of a papilloma of the bladder two years 
previously. Soon after discharge from hospital he began 
to feel tired in the daytime. During the past six months 
there had also been a great decrease in his usual energy and 
he had become rather depressed. Shortly before admission 
he noticed that his hands were shaking (especially the 
right) and he had difficulty in writing properly. The 
writing had become small and the letters were 
poorly formed. About this time his speech had be- 
come thick and slurred. There had been a tendency ‘to 
fall over, particularly when he went out at night or closed 
his eyes. He had noted that his method of walking had 
become shuffling and that his arms had ceased to swing. At 
times he had difficulty in stopping once he had started walk- 
ing. Dribbling of saliva was often excessive, particularly 
at night-time. 

For the past two years he had had. very severe pain in his 
right lower leg. He described it as “like a hot knife being 
pushed through the leg.” The pain was always transversely 
through the leg, never vertically. It nearly always came on 
when he was in bed at night. 

Previous Complaints and Illnesses—As a baby he was 
said to have had a troublesome nasal discharge. The two 
upper permanent central incisor teeth were said to have 
been peculiar, in that they were shorter than the others and 
decayed early. He had a severe infection of the eyes at the 
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age of 18, and was almost blind for four months. He 
attended a London eye hospital and received a course of 
twenty-eight intramuscular injections. There had been no 
recurrence. The old hospital notes of his own doctor said 
that he had interstitial keratitis. He denied ever having 
had sexual intercourse with anyone but his wife, and there 
was no history of a chancre, skin rash, or other syphilitic 
manifestation. 

Unfortunately, no satisfactory history of his parents was 
available. His wife and his son, aged 18, are well. Their 
blood Wassermann and Kahn reactions are negative. 
On admission he complained of tiredness, especially during 
the day, but inability to sleep and restlessness at night, 
dribbling of saliva, trembling of the hands (particularly the 
right), difficulty in walking properly, and a tendency to fall 
over. 

On examination he was seen to have a typical mask-like, 
expressionless Parkinsonian facies. Speech was slow and 
slurred, and saliva dribbled from the corners of his mouth. 
He had a slight stoop and a shuffling gait, and did not swing 
his arms. 

Nervous System.—Cranial nerves: the following abnor- 
malities were noted. He had slight diplopia at times. The 
pupils, which did not react to light and reacted minimally to 
accommodation, were large, irregular, and unequal. The 
edge of the iris was hazy and irregular. There was slight 
lateral nystagmus, with a fine tremor of the closed eyelids. 
A fine tremor of the jaw was present. Ophthalmoscopic 
examination showed slight pallor of the temporal sides of 
the disks. The vision and fields were normal. 

Limbs.—Power and co-ordination were normal, but there 
was slight bilateral rigidity, and a fine pill-rolling movement 
was present in both hands, particularly the right. Although 
there was no loss of power in the lower limbs, a marked 
degree of ataxia was present. This was particularly evident 
when he attempted to slide the right heel down the anterior 
surface of the left tibia. The reflexes in the arms were all 
excessively brisk. The knee-jerks were exaggerated, parti- 
cularly the left. The ankle-jerks were present but not 
exaggerated. The left plantar response was flexor and the 
right extensor. The abdominal reflexes were normal. The 
sensations of touch, temperature, pain, and vibration sense 
were normal in the arms and legs. Position sense in the 
arms and left leg was normal, but inthe right great toe it 
was grossly impaired. A marked degree of Rombergism 
was present. No abnormalities were found in the sphinc- 
ters. Testicular sensation was normal and there were no 
areas of cutaneous anaesthesia of the face, forehead, or 
chest. 

The cardiovascular system was normal. The blood pres- 
sure was 140/90. The respiratory, genito-urinary, alimen- 
tary, and lymphatic systems were normal. The chest x-ray 
film showed nothing abnormal. 

Laboratory Investigations—Blood: haemoglobin, 102% 
(15.1 g. per 100 ml.), E.S.R., 2 mm. in one hour (Wester- 
gren) ; white cells, 5,700 (normal distribution) ; Wassermann 
reaction and Kahn test, strongly positive. Cerebrospinal 
fluid: appearance clear (pressure 140 mm.); protein, 110 
mg. per 100 ml.; globulin, excess present ; chlorides, 700 
mg. per 100 ml.; sugar, 65 mg. per 100 ml.; leucocytes, 
total 16 per c.mm.; lymphocytes, 100% ; Gram stain, no 
organisms; culture, no growth; Lange, 5554320000; 
Wassermann reaction, strongly positive. X-ray films of the 
skull, right and left tibiae, knees, hands, wrists, and chest 
were normal. 

Treatment.—The patient was given a course of 10,000,000 
units. of penicillin, 30,000 units of soluble penicillin three- 
hourly for 48 hours, followed by 600,000 units of procaine 
penicillin daily. Within a few days of starting the penicillin 
an obvious improvement in his general condition was noted. 
After receiving the full course he was discharged. 

When examined one month later he no longer felt sleepy 
during the day, and at night he had eight hours of undis- 
turbed sleep. He felt more energetic than before treatment, 


and no longer dribbled saliva. There was only slight resi- 
dual trembling in his hands, and he could write reasonably 
well again. He was able to stand with his eyes shut without 
feeling unsteady and could go out at night without fear of 
falling over. He has had no further diplopia. There have 
been no further lightning pains. His facial expression, 
however, was still somewhat mask-like, he still walked with 
a shuffling gait, and his arms moved only a little. There 
was, however, a considerable improvement compared with 
his condition before treatment started. 
Discussion 

This patient had typical Parkinsonian signs, a mask-like 
face, slow monotonous speech, tremor of the closed eyelids, 
rigidity and tremor of the arms, and a characteristic gait, 
but there were several unusual features. Irregular pupils 
with no reaction to light and a poor contraction on accom- 
modation may occur in Parkinsonism, particularly the post- 
encephalitic type, but exaggerated tendon-jerks and extensor 
plantar response, impairment of position sense in the right 
big toe, a positive Romberg sign, and lightning pains in the 
legs are not part of the clinical picture of the disease. The 
past history of interstitial keratitis suggested: the possibility 
of congenital syphilis, and the presence of syphilitic involve- 
ment of the nervous system was confirmed by the excess of 
lymphocytes and the raised protein content in the cerebro- 
spinal fluid, the first-zone Lange curve, and the positive 
Wassermann reaction in the blood and cerebrospinal 
fluid. ’ 

Neurosyphilis and Parkinson’s disease are both fairly 
common disorders, and the association of the two conditions 
in the same patient may at times be coincidental (Schaeffer 
and Bize, 1935; Kinnier Wilson, 1940). In this patient, 
however, the improvement in the Parkinsonian features 
following treatment with penicillin suggests strongly that 
the syphilitic infection of the nervous system was the cause 
of the Parkinsonian syndrome as well as of the other neuro- 
logical signs. The syphilitic infection was in all probability 
congenital, and the development of neurological involve- 
ment occurred at an unusually late age. It is possible that 
the course of treatment which was given at the age of 18, 
when, he had interstitial keratitis, though inadequate to con- 
trol the infection completely, was enough to delay the 
appearance of neurological involvement. 

There is little doubt that acquired syphilis can occasion- 
ally cause a Parkinsonian syndrome. Stevenson and Allen 
(1937) record a case resembling the present one, but with 
the addition of considerable mental deterioration, in which 
post-mortem examination showed typical changes of 
dementia paralytica in the cortex, together with widespread 
lesions in the corpus striatum and its connexions. Mella 
and Katz (1924) also record typical mesodermal syphilitic 
involvement of the basal ganglia. Their case was that of a 
man aged 46 who was admitted to hospital with a diagnosis 
of “ paralysis agitans.” He gave a history of a chancre ten 
years previously. His blood Wassermann reaction was posi- 
tive. The cerebrospinal fluid Wassermann reaction was 
negative. No other tests were done. He died in hospital 
with bronchopneumonia. At the post-mortem examination 
two types of microscopical lesions were found: a perivascu- 
lar infiltration of round cells and rod cells in the globus 
pallidus, and nerve-cell degeneration. The first is indicative 
of neurosyphilis, and this was further borne out by the gross 
findings of chronic leptomeningitis, atrophy of frontal con- 
volutions, and granulations in the fourth ventricle which are 
pathognomonic of neurosyphilis. Although Mella and 
Katz suggest that the neurone changes may be secondary to 
vascular changes, they point out that the neurone change 
may be a primary one like that found in pre-senile para- 
lysis agitans, and that two pathological processes are going 
on at the same time without any definite association. 

Cases of a Parkinsonian syndrome occurring in the 
thirties and forties without a previous history of lethargic 
encephalitis are not uncommon, and the possibility of 
syphilis as the cause should be considened, especially if there 
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are unusual neurological signs such as were found in 
the present case; in this event, adequate antisyphilitic 
treatment may help in averting further progress of the 
disease and bring clinical improvement. 


Summary 


A case of the Parkinsonian syndrome apparently due 
to congenital syphilis is described. The response to 
treatment has been satisfactory. 

Although syphilis is a rare cause of the condition it 
should be considered when the Parkinsonian syndrome 
develops in the 30-50 age group, particularly if there 
are any anomalous clinical features. 


I thank Dr. G. McComas for permission to publish the case 
and for advice and criticism in the preparation of this paper 
and Dr. J. W. Aldren Turner for advice on this case and for 
valuable help in its presentation. 
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Fatal Suppurative Cholangitis without Obstruction 


Acute suppurative cholangitis is almost unknown, save in 
the presence of chronic biliary obstruction or of intrinsic 
disease of the bile ducts. Rogers (1903) found gall-stone 
obstruction in 18 out of 20 cases. The following case is re- 
corded because of the occurrence of fatal suppurative chol- 
angitis in the absence of recognized obstruction or of 
antecedent jaundice. 


CaSE REPORT 


A housewife, aged 65, previously in good health, noticed 
slight, painless distension of the upper abdomen in July, 
1952. This was accompanied by some flatulence but no 
other dyspeptic symptoms. Three weeks later she had 
sudden violent abdominal pain while out walking. The pain 
was in the epigastrium and right hypochondrium, and was 
of such severity that she went straight home to bed. 
Antacids, hot water, and local heat all failed to relieve it, 
and it was aggravated by lying on her left side. The next 
day she felt feverish, anorexic, and nauseated, and sweated 
profusely. No rigors were described. Her urine became 
darker than normal, but the colour of the stool was un- 
changed. Her doctor then found she was pyrexial, and 
very tender to palpation, with “ guarding” over the whole 
upper abdomen. The pain persisted, constant in intensity, 
without remission. Four days after the onset two attacks of 
vomiting occurred, and on examination a tender hepato- 
megaly and persistent pyrexia were found. She was not 
jaundiced. The next day she was admitted to hospital. 

On examination she was drowsy but conscious, in 
obvious pain, and moderately dehydrated. Fetor hepaticus 
was present. She lay on her right side with her knees 
flexed. She was not jaundiced. A few cutaneous petechiae 
were ‘present, together with several De Morgan spots. The 
cardiovascular system was normal. The blood pressure was 
130/80, but ocular fundi showed grade 2 hypertensive 
retinopathy. The liver was enlarged to 7 cm. below the 


right costal margin ; it was exquisitely tender, and had in- 
creased in firmness ; its margin was difficult to define. Gall- 
bladder enlargement was not present. Splenomegaly and 
ascites were not present, and rectal examination was nega- 
tive. The urine gave a position reaction for bile consti- 
tuents. 

Investigations—Blood: Hb, 102% Haldane (15.1 g.%); 
white cells, 12,700 per c.mm., with 92% polymorphonuclear 
leucocytes, showing a “shift to the left”; serum van den 
Bergh, direct reaction positive ; serum bilirubin 1.3 mg. per 
100 ml. ; alkaline phosphatase, 20.5 units per 100 ml. ; thymol 
turbidity, 2 units ; serum proteins, total 4.75 g.% (albumin 
2.8 g., globulin 1.95 g.); blood urea, 440.mg. per 100 ml. 
Urine: bile salts and urobilinogen present; albumin, 70 
mg. per 100 ml.; large numbers of erythrocytes and pus 
cells present ; culture yielded a heavy growth of Bact. coli. 
Stool: benzidine test strongly positive. A hepatic puncture 
biopsy, subsequently taken with a Terry biopsy needle, 
showed the characteristic changes of acute suppurative 
cholangitis. 

No pyrexia occurred while under observation. A 
diagnosis of acute hepatitis with cholaemia and uraemia 
was made. Treatment consisted of intravenous administra- 
tion of dextrose, saline, and water, later followed by 
Lattner’s intravenous regime for acute hepatic failure. 

Five days after admission the patient’s general condition 
showed further deterioration, with the development of 
drowsiness, disorientation, and minimal icterus. The skin 
of the abdominal wall and upper arms showed dusky 
purpuric blotches. Menaphthone (vitamin K;), 10 mg., was 
given intramuscularly preparatory to hepatic puncture 
biopsy. A few hours later she collapsed and died. 


At necropsy, 18 hours later, the lungs showed early pul- 
monary oedema. No bronchopneumonia or abscess forma- 
tion was present. Many subpleural ecchymoses were pre- 
sent over both lungs. The cardiovascular system showed no 
abnormality beyond mild atheroma. The brain and 
meninges were normal. The oesophagus, stomach, and rest 
of the intestines were normal, except for a few diverticula 
of the sigmoid colon ; these were not inflamed. There was 
no inflammation of the appendix or inflammatory lesion 
of the rectum. A fairly large blood-stained ascitic effusion 
was present. A large blood clot (approximately 300 ml.) 
was present in the peritoneal cavity in the region of the 
hepatic flexure and right lobe of the liver. The liver was 
large (2,720 g.). Three small puncture marks were present 
in the right lobe, but no tearing. A cut surface of the liver 
showed numerous small abscesses, containing yellow or 
occasionally greenish-coloured pus. Abscess walls showed 
recent inflammatory tissue. The gall-bladder was distended 
and thin-walled, and contained bile and several small and 
medium-sized black gall-stones. The bile was slightly turbid 
but not frankly purulent. . The common bile duct was 
patent and appeared normal. Culture of the gall-bladder bile 
yielded a profuse growth of pure Bact. coli. The appendix 
and rectum were normal. The pancreas, kidneys, and 
urinary tract showed no abnormality. 

The haemorrhagic ascites was attributed to bleeding 
from the site of the hepatic puncture biopsy—a matter of 
some interest in view of the frequency with which this in- 
vestigation is nowadays carried out. 


COMMENT 


I have been unable to trace a necropsy-proved case of 
non-obstructive acute suppurative cholangitis, save in the 
presence of artificial regurgitation of chyme, as a post- 
operative phenomenon—for example, in  cholecystgas- 
trostomy (Zaslow and Counseller, 1946; Cole, 1947). A 
single case was described by Bassler (1937) in which no 
obstruction was discovered during laparotomy with explora- 
tion of the bile duct: this patient recovered. 

On the other hand, chronic infective cholangitis without 
clinically recognizable jaundice and biliary obstruction is well 
known. It takes a remittent course without suppuration, and 
may be but one manifestation of an underlying “ cholangitis 
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lenta””’ (Schottmiiller, 1921) as a separate entity. This 
“low-grade” cholangitis is recorded in the enteric fevers 
and bacillary and amoebic dysenteries (Umber, 1929; 
Lyon, 1932), but many observers doubt its existence as an 
entity. Grant (1945) drew attention to the difficulty of ex- 
cluding calculi in the relatively inaccessible retroduodenal 
portion of the common bile duct. 

The frequent absence of jaundice in this group was attri- 
buted by Weiss (1944) to the essentially chronic nature of 
the infection: ‘“* owing to inflammatory changes the hepatic 
system of lymphatics—which would otherwise carry the 
bile into the general circulation—becomes impermeable and 
consequently jaundice fails to appear.” Virulent infection 
is generally believed to depend on the factors of biliary 
stasis and diminished resistance of the duct epithelium. 

It would seem possible that in this instance a fulminating 
ascending infection occurred during the passage of a 
“ silent” gall-stone. Closer examination of the bowel con- 
tents might have revealed such a stone in the process of 
evacuation. 


I have to thank Dr. J. S. Richardson for permission to publish 
this case under his care, and Dr. C. Pike for the account of the 


morbid anatomy. 
A. GEE, M.R.C.P., 


Medical Registrar, 
Watford Peace Memorial Hospital. 
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Carcinoma of the Submandibular Gland 


A man aged 60 was admitted to hospital complaining of a 
painless swelling of the lower jaw of twelve months’ dura- 
tion which had enlarged rapidly during the four months 
preceding admission. 

On examination a solid mass 6 by 5 cm. was present at 
the lower border of the body of the mandible on the right 
side. The mass, tender to pressure, was firmly fixed to the 
mandible and the overlying skin. The floor of the mouth 
was infiltrated, there was no discharge from the right sub- 
mandibular duct, and the related cervical lymph nodes were 
not enlarged. 

Investigations ——A_ white-cell count was within normal 
limits ; the Wassermarm and Kahn reactions were negative. 
Radiographic examination of the mandible showed a trans- 
lucent area with well-defined margins in the left premolar 
region suggestive of a cyst. There was slight bone absorption 
of the right half of the mandible in the region of the 
tumour, the impression being that of a tumour outside 
the jaw invading it or causing bony resorption. Imme- 
diately anterior to this area was an outgrowth of dense 
bone on the external aspect of the mandible. A chest 
radiograph did not reveal the presence of secondary de- 
posits. The tumour was thought to be a primary malignant 
neoplasm of the submandibular gland, and radical excision 
was advised. 

Operation.—Under thiopentone, oxygen, and cyclopro- 
pane anaesthesia with an endotracheal tube, a preliminary 
ligation of the external carotid artery was performed and 
the tumour excised, together with that portion of the man- 
dible extending from the symphysis menti to just below the 
coronoid and condyloid processes. 

Pathological Report.—The specimen consisted of the right 
half of the mandible, excluding the upper part of the ramus. 
Apparently arising from the body of the mandible was a 
large tumour mass causing swelling on both the external 
and internal aspects. Over the external aspect was an ellip- 
tical portion of skin measuring 5 by 4.5 cm. The cut 


surface of the tumour appeared white and fleshy. Micro- 
scopical Examination.—The tumour is a cystic type of 
squamous-cell carcinoma of the submandibular salivary 
gland, with adamantinoma-like structure in places. It is 
arising from the larger ducts and is invading the adjacent 
muscle. There is no evidence that the tumour arose from 
the skin or skin glands. Sections of the decalcified man- 
dible showed osteoclastic absorption of the cortex (due to 
compression) with no evidence of origin of the tumour from 
the enamel organ or enamel organ rests. 

When seen six months after operation a local recurrence 
was present in the neck and had produced ulceration of 
the overlying skin; dysphagia and pain in the neck had 
been present for five months. Nine months after operation 
the patient died as a result of haemorrhage from the internal 
carotid artery. 

COMMENT 


In a review of 150 cases of salivary gland tumours treated 
at the Lahey Clinic, Marshall and Miles (1947) found only 
12 cases in which the submandibular gland was affected ; 
11 of these were cases of mixed tumour, and in the other 
the glandular enlargement was due to lymphadenoma. 

Dockerty and Mayo (1942) reviewed 500 cases of sub- 
mandibular tumours’ at the Mayo Clinic and found only 
81 primary malignant neoplasms. These were classified into 
four groups: (1) Adenocarcinomata of mixed tumour type 
(51): the capsule was often thin and frequently invaded ; 
14 cases showed squamous-cell metaplasia. (2) Cylindroma 
type (15): most were associated with marked capsular in- 
vasion, tissue infiltration, and invasion of perineural lymph 
spaces; 30% of these cases showed lymph-node meta- 
stasis ; 80% were associated with local recurrence after re- 
moval ; 50% of the patients died within five years. (3) Inter- 
mediate type (7): these showed a histological picture with 
features both of adenocarcinoma and of cylindroma, but 
clinically were highly malignant, showing extensive meta- 
stasis. (4) Miscellaneous tumours (8): these included such 
neoplasms as papillary adenocarcinoma, primary epidermoid 
carcinoma, and other atypical tumours demonstrating none 
of the features of mixed tumours or cylindromata. 

Stanford Cade (1949) stated that the value of pre-operative 
radiation, while accepted at Radiumhemmet and the Memo- 
rial Hospital, New York, has been doubted in this country. 
In his own experience the treatment of choice is pre-opera- 
tive radiation followed by wide excision, only those patients 
with visceral metastases or in very poor general condition 
being rejected. Radiosensitive tumours (those of the type 
of basal cell carcinoma) may be submitted to either x or y 
radiation, but radio-resistant types (squamous-cell carcinoma 
or adenocarcinoma) are better treated with radium. 


I am indebted to Mr. W. Skyrme Rees for permission to 
publish this case, and to Dr. W. Whitelaw for the pathological 


report. KertH D. Roserts, F.R.C.S. 
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The National Association for the Prevention of Tubercu- 
losis has recently published three pamphlets on tuberculosis 
in the Commonwealth. A New Colonial Vista, an eight- 
page brochure, deals with the problem in general terms and 
refers to the work of the voluntary Colonial anti-tubercu- 
losis associations. _NAPT Commonwealth Scholarships 
(8 pp.) describes the association’s scholarship scheme which 
enables doctors, nurses, and health officers to study the 
latest methods of control in Britain. Tuberculosis. a Com- 
monwealth Problem (48 pp.), is a useful résumé of the papers 
on the subject read at the third Commonwealth Health and 
Tuberculosis Conference, held in London on July 8-14, 
1952. These publications may be obtained from the 
National Association for the Prevention of Tuberculosis, 
Tavistock House, Tavistock Square, London, W.C.1. 
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THE R.A.M.C. AT WAR 


, The Army Medical Services: Administration. Volume I. 
Medical History of the Second World War. By F. A. E. 
Crew, F.R.S. . 530. £2 10s.) London: H.M. Stationery . 


Office. 1953. 

To give the background to Army medical administration 
Professor Crew has very rightly delved into history, and in 
this eminently readable story he presents one of the best 
pictures of the development of the R.A.M.C. that is to be 
found. 

A complete review of this large volume of 530 pages is 
impossible in the space available, but among the many 
highlights one or two stand out, and lessons are there to be 
learnt if the will to learn from and profit by experience exists 
in this materialistic world to-day. Students of the fortunes 
of the senior partner of the three corps which form the 
medical services will find much of interest. It may surprise 
them to learn that the arguments for and against the 
D.G.A.M.S. being a full member of the Army Council are 
no new thing. In 1904, when a complete reorganization 
of the structure of the War Office took place, the Army 
Medical Department ceased to hold its honourable niche in 
the Army hierarchy and became subordinate to the Adjutant- 
General’s department. Since that time repeated efforts, so 
far unsuccessful, have been made to restore the status quo 
ante. Many consider that a reorganization, now proved by 
two world wars, is a real necessity if the universal impact 
of medicine on the life of the soldier is to be placed in its 
proper perspective. The story demonstrates that adequate 
provision of medical manpower has a most marked effect 
on the potential fighting strength of an army. No doctors, 
no army, is almost axiomatic. Those now deliberating on 
the means to preserve the very existence of the R.A.M.C. 
would do well to ponder before they permit the Corps to 
sink below the state of even financial restoratives. 


War greatly ‘ihcreases the size and complexity of prob- 
lems which receive but scant attention in peace. Not the 
least of them is an adequate yet accurate assessment of the 
physical standards of the civil population called up for 
service with the armed Forces. The problems of medical 
classification of both officer and man are presented here in 
a most interesting manner, culminating in the birth of the 
Pulheems system but stopping short of the stage where this 
method of classification was universally adopted for the 
Army. May we hope that in these times of comparative 
peace the many advantages of this system can be perfected 
so that every peg, whether round or square, finds its 
appropriate lodging-place. 

The anonymity of the principal actors in this drama of 
war is maintained to a greater or lesser degree throughout 
the book, but surely it is only fair that the D.G.A.M.S., 
who bore the greater part of the responsibility, should re- 
ceive open praise and recognition, if for no other reason 
than the inimitable way in which he kept the peace 
among and controlled the persistent and insistent demands 
of the consultants in some twenty specialties. That he did 
so so successfully—and those consultants are the first to 
admit that he did—stamps him as a man of outstanding 
capabilities. His continuous “ war” with the powers that be 
is also well told. The Medical Services were fortunate, 
indeed, in having a man of his attainments at their head 
during these anxious years. 

In the 1914-18 war the Medical Services strove to ensure 
that they were given ambulance cars for their exclusive use 
to transport their wounded, and they won the battle on its 
merits. We read in this history a vivid story of a similar 
contest in an air-minded decade for the recognition of the 
essential facts that casualties must have the advantage of air 
transport and that air ambulances must be provided for the 


exclusive use of the Medical Services. This battle still goes 
on. May the Air Council read, mark, learn, and inwardly 
digest this chapter and so realize that the needs of the sick 
and wounded are of almost equal importance to operational 
demands in a well-balanced fighting force. 

The history is concerned almost entirely with the 
R.A.M.C. One short chapter on dental manpower is in- 
cluded, but the nursing service, though forming a most 
important partner in the tripartite service, receives scanty 
attention. The choice of author was an inspiration. The 
standard of the presentation of his facts is high, and, as 
might be expected from one of his reputation, the phrasing 


is well-nigh perfect. 
J. C. Dowse. 


YOUNG CHILDREN 


The Normal Child: Some Problems of the First Three Years 
and Their Treatment. By Professor Ronald S. Illingworth, 
M.D., F.R.C.P., D.P.H., D.C.H. (Pp. 342; 64 illustrations. 
£1 10s.) London: J. and A. Churchill. 1953. 
Some years ago the view was expressed in the Goodenough 
Report that the teaching of paediatrics should “run like 
a golden thread” throughout the medical curriculum. It 
can hardly be said that this Utopian ideal has yet been 
realized, and Professor Illingworth starts with the assump- 
tion that the English medical student knows far too little 
about normal infancy and childhood when he comes to 
study or treat disease in these age periods. There are 
clearly various ways in which this deficiency may be made 
good. Before reaching the clinical years the student may 
be taught to integrate the physiology of the human infant 
with that of the mature adult. The special problems of 
the childhood community may receive particular attention 
in the teaching of social medicine. Finally a clinical study 
may be made of the infant and child in health, observing 
the widening scatter of developmental phases and behaviour 
which occur with advancing age. 

While an understanding of individual variation in infancy 
and childhood is most necessary to the practitioner advising 
parents, it is one which is seldom provided for the medical 
student within the confines of an overcrowded curriculum, 
no doubt partly owing to the difficulty of making it even 
tolerably interesting to those who are in the first flush of 
studying disease. Professor Illingworth is writing primarily 
for the doctor who finds himself ill-equipped to decide what 
is normal and what is abnormal, when to offer reassurance, 
and when to feel concern. The sub-title of this book gives 
a better idea of its scope than does the title, since he is 
concerned with the infant up to 3 years of age rather than 
with the older child, and to a large extent with those 
“ problems ” of feeding, behaviour, and development which 
he himself regards as within the range of normality. Since, 
however, there is often no clear landmark in that twilit 
region where a normal universe overlaps with an abnormal, 
his definitions will be respected as the considered opinion 
of an experienced clinician rather than as absolute 


standards. 

The book contains much valuable advice, which, although 
the author has provided abundant references, is clearly based 
to a large extent on personal experience. Against this 
experience the observations of other writers have been 
checked. As is perhaps inevitable in a volume of this 
compass and purpose, there is a tendency to over-simplifica- 
tion and dogmatism which will not altogether satisfy the 
more inquiring reader but will prove a comfort to those 
requiring immediate practical guidance. The influence of 
Dr. Gesell, with whom the author studied, is clearly seen 
and fully acknowledged. Although this book should not be 
regarded as a comprehensive study of the normal infant 
(since detailed studies of physiology, biochemistry, nutrition, 
and embryology have been deliberately omitted), it is a 
valuable addition to the English paediatric literature and 
should appeal to those concerned with the upbringing and 


health of infants and young children. 
R. W. B. ELtis. 








RNAL 

| goes 
fardly 
> sick 
tional 


the 
s in- 
most 
anty 


l, as 
sing 


ip- 
tle 
to 
re 
Je 
Ly 

it 


SS 


— 








AuG. 8, 1953 


REVIEWS 


325 


BRITISH 
MEDICAL JOURNAL 





A NEUROSURGEON’S LIFE 


Brain Surgeon: The Autobiography of William Sharpe. With 
foreword by Sir Cecil Wakeley Be es of the Royal 
College of Surgeons of England. (Pp. 2 16s.) London: 
Victor Gollancz. 1953. 
Every autobiography necessarily gives a one-sided view of 
its subject. It would be interesting and instructive if to 
every such account there were appended a short impartial 
character sketch of the subject by someone who knew him 
well. 
This reflection comes to mind on perusing this readable 
book by Dr. William Sharpe, an American neurosurgeon. 
The story of his life is interesting, and there are few inhibi- 
tions in the telling of it, but there are so many other details 
we should have liked to know. Dr. Sharpe’s father was a 
rigidly orthodox pastor of the Scottish Presbyterian Church 
who worked all his active life on a very small salary amid 
the slums of Philadelphia, and was loyally supported by his 
wife. The three sons had to go to church five times each 
Sunday, and perhaps it is no wonder that this overdose in 
youth caused a reaction after they left home. All of them 
became doctors. 

William Sharpe went to Harvard and never had any 
financial difficulty, for he was a born teacher and earned 
a very good living by coaching his fellow students. After 
qualification he studied in Germany, visited Russia and 
Italy, and returned to America to work for a time under 
Harvey Cushing, who inspired him to devote his attention 
to neurosurgery. For a-year he worked at the Harvard 
medical centre at Shanghai, and had the distinction of 
operating successfully on a son of the President of China. 
Back in America he had a successful career as a neuro- 
surgeon, taking a special interest in the prevention and early 
treatment of cerebral spastic paralysis. His enthusiasm for 
this subject was one of the main reasons for writing this 
book. 

Not everyone will appreciate the sardonic sense of humour 
betrayed in the incident connected with the necropsy on 
the author’s brother, and it is likely that Presbyterians may 
heave a sigh when they read of the manner in which the 
widow of such an orthodox pastor spent her last years. 
Nevertheless the book holds the interest of the reader to 


the end. 
ZACHARY COPE. 


THE RIDDLE OF EXISTENCE 

Sinn und Gehalt der Sexuellen Perversionen. By Dr. M. 

Boss. Second edition. (Pp. 136. 17.50 Swiss francs.) Bern 

and Stuttgart: Hans Huber. 1953- 

It is perhaps regrettable that the younger generation, com- 
pletely under the spell of analytic-dynamic psychology, has 
lost sight of the many other approaches to psychopathology. 
In this book the well-known Swiss author examines the 
“sense and content of the sexual perversions.” He calls his 
book an “ existential-analytical contribution to the pheno- 
menon of love.” The existential-analytical school of 
thought, prevalent chiefly in the German-speaking countries 
of the Continent, regards the problem of human existence 
as fundamental. Based on Jaspers’, Heidegger’s, and L. 
Binswanger’s works and linked with the philosophical move- 
ment towards existentialism, it brought a revival of some 
neglected features of the humanist tradition to psycho- 
pathology. It does not debunk or flatter human nature, 
but recognizes human existence as ever resisting being 
shackled by any system. The English reader will find a 
good introduction to this school in R. D. Loewenberg’s paper 
“Jaspers on Psychotherapy” (Amer. J. Psychother., 1951, 
5, 502). 

In the first part of his book the author examines the 
two theories which have been put forward to explain fully 
the immense variety of sexual perversions—namely, Freud’s 
psycho-analysis and the anthropological school of Gelb- 
sattel, Strauss, Kunz, and others. While he appreciates and 
uses psycho-analytic techniques, he criticizes certain Freudian 
theories as being “hasty identification based on super- 


ficial similarities.’ He attacks Freud’s biological-physical- 
istic approach and states that the libido theory, and 
especially the Oepidus and castration complexes, do not 
go to the heart of the real problem of human love, and 
that therefore the riddle of human existence escapes Freud. 
The author rejects as well the anthropological theories per- 
taining to love and sex. Here he finds unproved and un- 
acceptable the assumption that destructive and aggressive 
impulses account for perversions. 

The second part contains eight case histories of a fetishist, 
a coprophiliac, a cleptomaniac, an exhibitionist, a sado- 
masochist, and three homosexuals. These case histories are 
excellently written, and show the author’s great power of 
insight. In all of them he shows how the capacity of 
“ being in the world lovingly ” (liebend in der Welt sein)—a 
basic feature of human existence—becomes partly disturbed 
or totally lost. All perversions mean but frantic attempts 
to express love in spite of all limitations of this capacity. 
Here he meets Freud, who said once: “ The omnipotence 
of love is perhaps never more strongly proved than in its 
aberrations.” 

In spite of some objections which the reader may raise 
against a rather nebulous terminology, the book is well 
worth studying as a challenge to our own basic assumptions 
and a stimulus to reviewing our own work. 

T. A. WERNER. 


ASSORTED MONOGRAPHS 


Monographs in Medicine, Series 1. Editor: Professor W. B. 

Bean, M.D., Associate editors: M. Hamburger, M.D., J. A. 

nee. jun., M.D., and Professor S. Wolf, M.D. 

(Pp. 655; 21 plates, 21’ line drawings. 91s. 6d.) Bailliére, 

Tindall and Cox. 1953. 

This books adds another to the annual collections of lectures 
or monographs on medicine. This field, in which that 
admirable quarterly Medicine reigned in unique splendour 
for a generation, has now been invaded by a number of 
competitors. Presumably the public for such books has been 
increased by the upgrading of hospitals throughout the west- 
ern world and the increasing numbers of people who are 
interested in medicine as a specialty. Professor Bean, the 
editor of the present volume, thinks that “ medical progress 
is not delayed by taking time out to survey the scene from 
the medium hills, neither staying on the flats of day-by-day 
affairs, nor climbing the high mountain for the grand and 
inclusive spectacle.” He and his team have provided fifteen 
monographs averaging about 40 pages each. They vary 
from such subjects as “ Talking with the Patient,” which has 
eight references, to “The Seasonal, Arthropod-born, Virus 
Encephalitides,’ which has 146; “ Sickle-Cell Anaemia” 
has 481 references. 

Most of these monographs are admirably written, but 
they are hard reading, just because of the anxiety to mention 
all recent work. It is high time an enterprising psycholo- 
gist discovered how much of importance is remembered 
per hour spent in reading medical literature of different 
kinds. If the weekly and monthly journals correspond with 
the newspaper, then these annual volumes correspond with 
the magazine, which is possibly not the best instrument of 
education. A friend said of a bachelor colleague, “‘ He goes 
home and reads all night, but he remembers little of what 
he has read because he has not got a special interest to 
which to attach it.” One cannot help feeling that an annual 
volume of this kind encourages disconnected reading, which 


is not well remembered. 
L. J. Wirtts. 





The last complete revision of Lewis’s Library Catalogue, which 
covered books up to the end of 1949, was noted in the Journal 
(June 16, 1951, p. 1370). A supplement listing books added to 
the library during the years 1950-2 has now been published, 
bringing this useful reference book closer to the present. Over 
6,000 new books or new editions are given under both author 
and subject entries. The supplement may be obtained from 
H. K. Lewis and Co. Ltd., 136, Gower Street, London, W.C.1, 
price 6s. (3s. to subscribers to the library). 
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GENETICS AND CLINICAL RESEARCH 


Human genetics was once said to be a harmless 
occupation pursued by doctors who knew no genetics 
or by geneticists who knew no medicine. While the 
taunt was never altogether justified, some writings by 
medical men and geneticists have lent it a certain 
sting. For the different parties are usually interested 
in different things. The pure geneticist is concerned 
with such matters as the mapping of human chromo- 
somes, and he studies serological characters or diseases 
with good Mendelian ratios ; and these diseases rarely 
come the way of the general physician. But formal 
genetics is only part of a much wider field, and, since 
the techniques of the laboratory worker cannot be 
transferred directly to clinical research, other methods 
have had to be devised. Among these is the study 
of twins. It has certain limitations, perhaps the 
chief being the rarity of twins. In studying such a 
common disease as acute rheumatism, for example, 
a very large population has to be surveyed, for 
under 19% of the patients are likely to be one of 
a pair of twins, and of these about a quarter 
will be monozygotic and the remainder dizygotic. 
Though it is desirable to carry out more systematic 
studies of twins, there is plenty of scope for other 
and less complex investigations. It is important to 
know, for instance, whether a disease appears more 
frequently in certain families than in others. Some 
recent work illustrates the kind of methods that may 
be used in clinical medicine to study. such a problem. 

The pathogenesis of atherosclerosis is debatable, 
but few would deny that sometimes a disturbed lipoid 
metabolism is of importance.’ It has long been 
known that families in which xanthomatosis occurs 
also show a high incidence of coronary disease, and 
this has led Adlersberg and his colleagues to a geneti- 
cal study of coronary disease in general. Adlersberg, 
Parets, and Boas* made a study of families with 





1 Firstbrook, J. B., British Medical Journal, 1951, 2, 133. 

8 J. Amer. med. Ass., 1949, 141, 246. 

8 Arch. intern. Med., 1952, 90, 347. 

4 Heredity in Uterine Cancer. Warvard University Press. 1952. 

5 Heredity in Cancer Uteri. Copenhagen: Aarhus University Press. 1949. 
® Heredity in Breast Cancer. London: H. K. Lewis. 1946. 

7 Mit. J. Cancer, 1948, 2, 168. 

8 Ibid., 1948, 2, 156. 

® British Medical Journal, 1939, 1, 218. 


xanthomatosis and of a certain number of patients 
who did not come from such families but who had 
contracted coronary disease before the age of 50. Ina 
later study Adlersberg and Boas* studied the families 
of patients who had suffered from coronary disease 
after the age of 60. In all these the serum cholesterol 
of patients was compared with that of such close rela- 
tives as were available. 

The genetical deductions made from the first of 
these studies are faulty in various ways. The writers 
maintain that “ hypercholesterolaemia ” is determined 
by a partially dominant gene which gives rise to 
xanthomatosis when homozygous. There is no evi- 
dence to support this. If it were so, one would expect 
a high incidence of cousin marriages among the 
parents of such families, which the authors state is 
not the case. Discussing the families of the patients 
with coronary disease before the age of 50, these 
writers also claim that hypercholesterolaemia shows 
Mendelian segregation to give a close approximation 
to a 1:1 ratio. This again is unjustified. They 
classify a person as hypercholesteraemic if the serum 
cholesterol is over 300 mg. per 100 ml. as estimated 
by Bloor’s method. But this is arbitrary. While it 
is convenient for general clinical use to have some 
upper limit of normal, it should not be used as a 
method of classification in genetical work unless it can 
be shown that people fall sharply into two groups, say 
one in which the value is never over 200 mg. per 
100 ml. and another in which it is never less than 
300 mg. In the later study of Boas and Adlersberg 
the data are of more use ; a graph shows the distribu- 
tion of the serum cholesterol in patients and their sibs, 
the values ranging from about 150 mg. to over 400 mg. 
per 100 ml. Both groups show much the same type 
of distribution, with the mode (that is, the most 
frequent class) being between 250 and 280 mg. per 
100 ml. Analysis of such data is admittedly difficult, 
partly because age must be allowed for. The popula- 
tion studied consisted largely of Jewish people. It is 
possible (as the authors seem to believe) that a gene 
favouring a high serum cholesterol is common in this 
community, but it has not been demonstrated. It is 
necessary to know the frequency distribution of the 
serum cholesterol for this particular population before 
one can be sure that high values do show an undue 
concentration in certain families. Even if it is finally 
demonstrated that there is a significantly high corre- 
lation between sibs, there remains the question of 
interpretation. The investigator must bear in mind 
that families and larger communities often share 
dietary habits as well as genes. 

Cancer has been extensively studied genetically 
both in the laboratory and clinically, and some of 
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the clinical studies are indeed open to the criticism 
that they show little knowledge of genetios. If there 
is one generalization about malignancy that is accept- 
able it is that “cancer” is not a single disease. This 
is shown nowhere better than in cancer of the uterus. 
Cancer of the cervix is associated with a high fertility 
and a low standard of living, while precisely the 
reverse is true for growths of the fundus. Murphy‘ 
has conducted an investigation in America of the 
families of patients with carcinoma of the cervix, 
while Brgbeck*® in Denmark has done similar studies 
on cancer of both cervix and fundus. Murphy com- 
pared the families of patients with a control group ; 
Brg@beck used both a control group and the statistics 
of the Danish Cancer Registry. The proper selec- 
tion of a control group is a thorny problem, and it 
is desirable wherever possible to have other confirm- 
atory evidence as well. For this reason Brgbeck’s 
results are the more convincing. Both were handi- 
capped by the fact that death certificates often failed 
to state which part of the uterus was primarily 
affected. The results of the two workers differ some- 
what, but not to a degree that amounts to contradic- 
tion. It would appear that there is a slight but defi- 
nite tendency for cancer of the uterus to be more 
frequent in the female relatives of patients with carci- 
noma of the cervix ; Murphy found this to be most 
striking in the case of mothers and aunts, while 
Brgbeck found it in the case of sisters. Another 
interesting finding by the latter author was that an 
unusually high proportion of the fathers of his patients 
had carcinoma of the oesophagus. Growths at both 
these sites show the same social distribution, and it is 
quite likely that the results are due to some environ- 
mental factor common to the families affected. 

As to carcinoma of the corpus uteri, Brgbeck found 
a significant increase in cancer of various sites in the 
families of these patients. He is inclined to invoke 
the existence of a general cancer gene to explain this. 
A similar conclusion was reached in Denmark by 
Jacobsen® when studying cancer of the breast. There 
are reasons for treating this with some reserve. Pen- 
rose, Mackenzie, and Karn,’ working in Britain, con- 
firmed Jacobsen’s finding—and that of most workers 
in this- field—that cancer of the breast does show a 
significant concentration in certain families, but they 
did not find any significant increase in other forms 
of malignant. disease. We are faced with a direct 
contradiction in which it is not possible to point to 
any obvious fault on either side, and here twin studies 
may prove to be of great value. Once again Danish 
workers are to the fore. Busk, Clemmesen, and 
Nielson* have surveyed over 30,000 cancer patients 
and obtained 184 useful twin pairs. We shall have 


to wait many years before a final judgment can be 
made, since many of the pairs have been observed for 
only a short time, but as things stand now their 
evidence is against some general cancer gene being 
common in Denmark. 


The work of such investigations as these may give the 
impression that only a large organization can obtain 
valuable results in human genetics. Often this is true, 
but by no means always. Nor is it true that an inti- 
mate knowledge of statistics is required. McFeeters,° 
one of those doctors who has found in general prac- 
tice the opportunity to do some research, published 
a most interesting survey of the distribution of certain 
pathological conditions in an isolated rural com- 
munity. This sort of work is of great potential value. 
In obtaining the results sound clinical sense and skill 
in handling people are the prime. assets ; some know- 
ledge of genetics is needed, but advice can always be 
obtained. The results have to be assessed statistic- 
ally, but the final biological assessment is another 
matter. The worker should beware of fitting results 
to some Mendelian scheme without due thought. The 
discovery of some non-genetic factor common to cer- 
tain family groups may be of much greater value than 
the announcement of a new gene. 








SHORTAGE OF HOSPITAL RESIDENTS 


Many hospitals, particularly in areas remote from the 
teaching centres, are complaining of the difficulty of 
obtaining applicants for the posts of house-officer, 
senior house-officer, and registrar. In Parliament the 
other day the Minister of Health said that he was 
considering how this problem could be solved. It will 
not be an easy task. The number of recognized pre- 
registration house appointments is larger than the six- 
monthly output of qualified men from all the medical 
schools, yet many hospital management committees 
have protested that their allowance of pre-registration 
posts is far below their requirements. In the United 
States also there are more internships than young 
doctors to fill the posts, and a number of official 
bodies, including the Council on Medical Education 
and Hospitals of the American Medical Association, 
have set up a National Intern Matching Program, 
Inc. This bureau receives information from students 
about the several internships they have applied for 
and from the hospitals about students whose applica- 
tions they would like to accept, transfers the details 
to punched cards, and uses machines to do the 
actual matching between students and hospitals. The 
arrangements made by the machines are said to work 
satisfactorily. 
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In attempting to give the best possible service 
hospital authorities should bear in mind the benefits 
likely to accrue to the patient if history-taking and 
the preliminary examinations are carried out by a 
senior member of the staff. Therefore the shortage 
of house-officers would not be an unmixed evil if 
compensated by more generous staffing at the con- 
sultant, senior hospital. medical officer, and senior 
registrar levels. Despite the great expansion of 
hospital specialist staff since 1948 there is still need 
for increase in the number of consultants and, in the 
appropriate specialties, senior hospital medical 
officers. 


Some hospitals have tried to get over their difficul- 
ties by arranging for general practitioners, on a rota 
system. of duty, to take on the work which normally 
falls to house-officers and registrars. Such schemes 
are of only limited value. General practitioners 
can be given a much wider field of hospital work 
as clinical assistants, with duties more akin to those 
of senior registrars, in association with the consultant 
staff. It need not be more than a step from this to 
the employment in hospitals on a sessional basis of 
suitably qualified general practitioners in the specialty 
of their choice. There would be more encouragement 
for ex-senior registrars to go into general practice if 
the prospects of obtaining sessional work in hospitals 
were brighter than they are now. 


In the past two years the hospital service has 
been discredited as a bountiful source of consultant 
posts for existing senior registrars and for new entrants 
tothe registrargroup. Ifdoctors of senior house-officer 
and registrar status are to be recruited and retained in 
greater numbers they must have reason to feel that 
they are improving their personal fitness for general 
practice and their prospects of obtaining an opening 
in general practice. They must also feel that while 
working in hospital they are not being exploited as 
cheap labour. Anadditional year or two in well-chosen 
resident hospital appointments, with perhaps an M.D. 
degree acquired in that time, ought to be a strong 
recommendation on behalf of an applicant for an 
assistantship with view to partnership in general prac- 
tice. It is doubtful whether it works that way at 
present. In the interests of general practice, at least 
as much as in the interests of the hospital service, 
this doubt should be removed from the minds of 
young doctors. 


The hospital service must face the fact that the 
present rates of pay for senior house-officers and 
registrars are not high enough to attract and retain 





1British Medical Journal, 1953¢ 1, 1167. 
2British Medical Journal Supplement, 1953, 1, 247. . 


for three years or so doctors whose ultimate aim is 
general practice. The young doctors who should be 
applying for these hospital posts will have spent a year 
in pre-registration house jobs and then two years in 
the Services in addition to their six-year medical 
course. Besides, the duties of experienced hospital — 
residents are arduous and carry what seems to be an 
increasing risk of legal actions—a point emphasized 
by Mr. W. Gissane' in a recent letter. A possible 
improvement which the hospitals should consider is 
the provision of flats or small houses for young 
married doctors. Those management committees 
whose advertisements carry the promise of such 
accommodation are seldom short of suitable appli- 
cants. The suggestion has been made that a new 
grade of senior house-officer might be established 
for those waiting to enter general practice. The 
salary would be the same as that of an assistant, 
and of course suitable living accommodation for 
married men would have to be provided. With 
such an arrangement as this some young doctors 
might be prepared to extend their period of hospital 
work by two or three years. Incidentally, the holders 
of these posts would avoid the stigma of “ failed 
specialist” which tends to be attached to registrars 
and senior registrars when they attempt to transfer to 
general practice. A more drastic change has recently 
been proposed by Mr. N. J. Logie,? who suggests that 
a joint hospital and general-practice appointment 
might replace both the trainee assistant scheme and 
first-year registrar posts. But probably the quickest 
way to obtain an increase in senior house-officers 
would be for the armed Services to permit deferment 
of call-up for a year after the pre-registration year. 
This might cause embarrassment to the Forces. for 
a time, but once that period was over they would 
obtain just as many, and more experienced, doctors, 
some holding higher qualifications. 
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NEONATAL ASPHYXIA 


There are many reasons why a baby may be reluctant 
to breathe adequately at birth. They include central 
depression caused by intrauterine anoxia, narcotic drugs, 
raised intracranial pressure, or prematurity, and it is more 
appropriate to consider the morbid condition present 
than to hope for any universal remedy. A wider appre- 
ciation of this has led to the abandonment of older 
methods of stimulation which were little better than 
punitive, and traditional types of artificial respiration 
are now regarded as ineffectual and often mischievous. 
The baby cannot oxygenate its vital centres and there- 
fore remain alive unless its airway is clear and its blood 
circulation and respiratory movements are adequate. 
The first essential is therefore to remove foreign material 
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by suction from mouth, nostrils, and pharynx at the 
earliest possible moment, and preferably before the first 
inspiratory gasp has sucked it out of reach. Broncho- 
scopy in these circumstances may be too late to be 
effective, since the source of the child’s continuing 
atelectasis may already lie too deep for removal by 
mechanical means. The aspiration of regurgitated 
stomach contents is particularly apt to occur in pre- 
mature babies and after caesarean section. In these 
cases there should be no hesitation in passing a fine 
rubber catheter down the oesophagus and emptying the 
stomach by suction. The vigorous baby with an active 
cough reflex is well able to protect itself from this risk, 
but prematurity, narcosis, foetal shock, or serious 
asphyxia may diminish coughing and add peril to 
respiratory efforts already handicapped. 

The shocked baby is toneless and breathes with inter- 
mittent gasps. Tracheal intubation is particularly bene- 
ficial here, and it is facilitated by the flaccid state of the 
baby. It ensures an effective airway, and the trachea 
can be aspirated and oxygen supplied at intermittent 
positive pressure of 25 cm. of water.?, The purpose of 
this is not so much to blast open the collapsed alveoli 
as to flood the bronchial tree with oxygen, which is then 
available during the smallest inspiratory effort. Foetal 
shock (or white asphyxia, to give it the older and less 
adequate name) demands gentle handling, so that the 
baby is disturbed as little as possible and heat loss is 
kept to a minimum. Such cases are often injudiciously 
overtreated. Oxygen is the first need in asphyxia; of 
carbon dioxide there is already more than enough. But 
no atmosphere will count for much if the baby is 
incapable of breathing it. In the absence of vigorous 
respiration the oxygen deficit can be partially made good 
by absorption from the gastro-intestinal tract,? and the 
supply of a very gentle trickle of oxygen through a fine 
polythene tube passed into the stomach often helps to 
tide a baby over the immediate crisis of asphyxia. The 
use of Eve’s rocking method‘ of artificial respiration or 
a mechanical rocker of the Roberts-Talley type® disturbs 
the child very little and encourages circulation by 
increasing venous return to the heart. 

Where narcosis is to blame—for example, from mor- 
phine recently given to the mother in labour—the effects 
can to some extent be countered by the intravenous use 
of N-allyl normorphine. Nikethamide, too, will often 
rouse a narcotized infant to respiratory activity, but it 
may do more harm than good when shock is present. 

Bloxsom’s positive pressure oxygen-air lock® is now 
popular in the United States. In it the whole baby is 
subjected to alternating positive pressure ranging every 
forty seconds or so between 1 and 3 Ib. per square inch 
(0.07-0.21 kg. per sq. cm.) in the belief that these con- 
ditions reproduce the pressures of the second stage of 
labour, that a continuation of these circumstances is 
desirable, that bronchial drainage is improved, and that 

t Gellis, S. S., et at. New Engl. Ff Fy 1949, 240, 533. 

2 Gibberd, G. KF. , and hog (tbe , Lancet, 1935, 2, , 

8 Ylipo, A., Act. paediat a, 1935, 17, Su 

4 Eve, F.C, and a. aa C., British Medical Journal, 13 1948, 11, 554. 

5 Roberts, Hilda, J. Obstet. Gynaec. Brit. Emp., 1949, 56, 9 


6 J. Pediat., 1950, 8 311 
” spear, Virginia, and Tittae, Joseph, Amer. J. Obstet. Gynec., 1953, 
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oxygen absorption is increased, to mention a few claims. 
But these arguments have not been wholly supported by 
analysis,’ though the child in such an apparatus is at 
least safe from meddlesome interference and is left at 
peace to enjoy warmth and an atmosphere rich in oxygen. 
The phrenic-nerve stimulator introduced by Cross® is a 
more active line of treatment, and operates by supplying 
an electrical stimulus over the point of stimulation of the 
phrenic nerve in the neck. Further reports of its useful- | 
ness are awaited. 

When atelectasis persists, especially in premature 
infants, the condition of the child, though initially fairly 
good, is liable to deteriorate in the course of several 
hours, and hyaline membrane, intraventricular haemor- 
rhage, or a combination of both take their toll. Hyaline 
membrane is now becoming increasingly recognized in 
association with neonatal atelectasis. It consists of 
acidophile material which, on microscopy, is found plas- 
tered round the walls of the alveolar ducts, causing 
secondary resorption with non-aeration. Its origin is still 
disputed, and death from asphyxia and atelectasis usually 
occurs within the first three days of life. Various types 
of respirator to work in cycles determined by the baby’s 
own irregular respiration are being developed by Donald® 
in order to help in expanding atelectatic lung by augment- 
ing spontaneous respiratory effort, but further develop- 
ment and simplification in practical handling are 
required. 

There is no surer guarantee of healthy respiration in 
the newborn than full-time normal delivery, and the 
science of obstetrics has still far to go in meeting the 
hazards that delivery and premature labour hold for the 
foetus. Here lies a rich field in prophylaxis. The 
emergency of neonatal asphyxia is all too common, but 
research into its prevention and treatment is gathering 
momentum. In the meantime treatment must still rely 
mainly on rest, warmth, oxygen, and a clear airway in 
the comforting knowledge that a baby that has a chance 
to breathe will usually take it. 





SURGERY FOR CORONARY DISEASE 


Surgery to-day plays a limited part in the treatment of 
coronary artery disease. Two principles are invoked. 
First, as a palliative procedure the afferent visceral 
nerves carrying impulses from the heart may be 
destroyed to relieve the pain of angina. This is most 
surely done by bilateral excision of the upper four 
thoracic sympathetic ganglia. Although pain is then 
absent, some sensation as of tightness or choking is 
still felt on exertion, so that the warning signal is not 
entirely lost. Secondly, an attempt may be made to 
increase the blood supply of the myocardium to prevent 
ischaemia. Coronary arteriosclerosis is often far 
advanced when arteries elsewhere are scarcely affected. 
Such patients should be ideal subjects for surgical 
revascularization. Unfortunately a reliable method has 
not yet been established, so few patients have been 
treated by operation. Much experimental work has 
been carried out, mostly by operations on dogs, who 
can be protected from the effects of ligature of a 
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coronary artery by various preliminary manceuvres. 
Since the initial work of O’Shaughnessy' in Britain, 
who showed that suture of the omentum to the sur- 
face of the heart was an effective method, most reports 
have come from the U.S.A. The simplest of the tech- 
niques attempted is the injection of an irritant substance 
into the pericardial sac to promote vascular adhesions 
between the parietal layer and the surface of the heart. 
Beck,? whose experience is the widest, recommended 
finely powdered asbestos. This method can be com- 
bined with other manceuvres. Various organs and 
tissues have been applied to the epicardium, such as 
lung or muscle; vascular communications can be 
demonstrated, but their value is equivocal. Attempts 
have been made at the direct anastomosis of an artery, 
such as the internal mammary, to one of the coronary 
arteries ; technical difficulties are great. Success has 
been reported after implantation of this vessel into 
the myocardium. Ligature of the great cardiac vein 
was advised by Fauteux.* And Professor Charles Rob, 
in an article at p. 308 of this Journal, discusses the possi- 
bility of restoring the blood flow by means of grafting in 
new blood vessels. 

A new approach has recently been reported by Bailey 
and others,‘ who were continuing work initiated by 
Beck. Arterial blood is supplied through the coronary 
sinus. The capillaries of the myocardium of the left 
ventricle are conceived as in communication with the 
branches of three sets of vessels—the coronary arteries, 
the coronary sinus system, and the deep myocardial 
veins, the latter normally draining 40% of the deoxygen- 
ated blood. The coronary sinus tributaries are consider- 
ably more numerous than those of the coronary artery. 
The coronary sinus system communicates with veins of 
the other chambers of the heart, and with veins opening 
into the right atrium—these collaterals forming a safety- 
valve mechanism after arterialization, while the blood 
which has passed through the capillaries can drain by 
the deep myocardial veins system. Arterial blood is 
supplied to the coronary sinus by a free vein graft the 
other end of which is anastomosed to the aorta. After 
an interval, the atrial end of the sinus is narrowed by 
partial ligature. When this procedure has been success- 
fully carried out in dogs, the blood flow from the distal 
end of a divided coronary artery, measured directly, is 
greatly increased compared with a normal dog; this 
increase is reduced by clamping the graft. Bailey and 
his colleagues report the results of this operation in 
eighteen human patients; two died, and in seven the 
graft remained patent. These were all improved. 

It is difficult to assess results of treatment of 
coronary disease, first because its natural course’ is 
extremely variable, and secondly because, except for 
subsequent myocardial infarcts, assessment must be 
founded on subjective evidence. These provisos must 
be remembered in evaluating any procedure. A sound 
basis can be established only by the observation of large 
numbers of patients for long periods, and so far there 
have been no opportunities. 

t Lancet, 1937, 1, 185. 
2 Amer. Heart J., 1941, 22, 539. 


3 Ibid., 1946, 31, 260. 
4J. thorac. Surg., 1953, 25, 143. 





SUN ON THE SKIN 


Sensitivity of the skin to light is so common that sun- 
burn is accepted as almost normal by people taking 
holidays in the middle of the summer, even in the 
United Kingdom. For most people the full summer 
sun is necessary to cause sunburn, but people with an 
abnormal hypersensitivity to light may suffer symptoms 
from about May onwards in this country. The skin of 
normal people is damaged only by the invisible rays of 
wavelength below about 3170 A, and in natural sun- 
light the ultra-violet band around 2900 to 3170 A is the 
part of the spectrum responsible. Shorter wavelengths 
produced by the mercury vapour lamp also damage the 
skin, but are not to be found in natural sunlight. Light 
in the visible range and in the infra-red may give rise 
to skin reactions, but not in normal people. 

The type of response in the skin varies a good deal. 
The familiar common sunburn starts as a simple 
erythema with oedema of the surface, and may pro- 
ceed to vesiculation. When abnormal sensitivity is 
present the reaction may be one of simple urticaria or 


of vesiculation and blister formation. Less often appears - 


the papular excoriated polymorphic light eruption which 
may be associated with abnormalities of porphyrin 
metabolism. 

The position of xeroderma pigmentosum in the 
general classification of light sensitivity remains un- 
certain. Although the eruption is strictly limited to 
areas exposed to light, sensitivity to ultra-violet cannot 
be demonstrated by simple testing, and the changes pro- 
duced are those of chronic light dermatitis without the 
acute or subacute phase. The peculiar sensitivity of the 
skin in lupus erythematosus has also never been ex- 
plained. It is an important feature, accounting for the 
seasonal variations in that disease and sometimes appar- 
ently being responsible for converting the chronic form 
into the acute disseminated and malignant variety. 

It has long been known that porphyria, whether 
natural or produced experimentally, is likely to be 
accompanied by sensitivity to light. Porphyrinuria’ is 
not constantly present, and an examination of the stools 
is sometimes necessary in order to demonstrate abnor- 
malities in porphyrin metabolism. Certain drugs may 
increase sensitivity to light, the most common being the 
sulphonamides. A few years ago, when sulphonamide 
contact dermatitis was more common, light sensitivity 
was often found too. The skin usually returns to nor- 
mal as the dermatitis clears up, but occasionally light 
sensitivity has persisted for many years after all signs of 
sulphonamide dermatitis have disappeared. The reason 
for this is obscure. 


Far more common in ordinary practice is the develop- 
ment of light sensitivity from local applications to the 
skin. The term “ phyto-photo-dermatitis ” introduced 
by Klaber? covers all those states in which sensitivity 


4 





1 MacGregor, A. G., Nicholas, R. E. H., and Rimington, C., Arch. intern 
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of the skin results from contact with plants or from 
their juices. More than a hundred plants have been 
named as possessing this quality ; some of them, such 
as the milky juice of the fig, will sensitize regularly most 
normal subjects on the area of skin to which they are 
applied. With others there seems to be an element of 
personal idiosyncrasy or sensitivity. This appears to be 
the case with Berloque dermatitis. It must surely be 
fairly common for people who have applied eau de 
Cologne to the skin to expose that area to sunlight a 
few hours afterwards; and yet Berloque dermatitis, 
which results from this sequence of events, is quite un- 
common. The same may be said of that form of cheilitis 
which results from light sensitization of the mucous 
membrane of the lip by eosin. Under experimental 
conditions some proprietary face creams can be shown 
to heighten the sensitivity of the skin to light in most 
normal subjects. The degree of sensitization thus 
induced is slight and does not appear to cause trouble. 
But perhaps the melanosis of the face and neck seen in 
some women is traceable to such a cause. It has long 
been suspected that this melanosis was in*some way 
connected with the application of face creams. 


It is not easy to increase tolerance to light by systemic 
treatment. Taking mepacrine by the mouth allows an 
increase in the dose of ultra-violet light needed to cause 
erythema, and possibly the beneficial effect of mepacrine 
in lupus erythematosus is brought about, at least in part, 
by this mechanism. According to Eder* the administra- 
tion of large doses of iron to infants increases their 
tolerance of natural sunlight and enables the skin to 
pigment evenly without burning. He attributes this to 
an increase in the concentration of iron in the tissues. 
And it is well known that the presence of haemosiderin 
in the skin will favour melanin pigmentation. This is 
seen in varicose dermatitis and in haemochromatosis, 
and arises presumably because the metal attracts sulphy- 
dryl groups and liberates tyrosinase. 


It is far easier to protect the skin with local applica- 
tions. The normal skin may be protected from ultra- 
violet light with a variety of invisible substances, and 
5% of tannic acid in vanishing cream is probably as 
good as anything.* Para-aminobenzoic acid is also 
remarkably effective, but may perhaps be more apt to 
produce epidermal sensitization. In an interesting 
survey of the whole subject of light sensitivity, Kesten 
and Slatkin® give the results of examining some light- 
screening lotions and creams which are on the market. 
It is encouraging to learn that most of them have a 
good light-screening effect, at least up to five times the 
ordinary erythema dose. In abnormal light sensitivity 
when visible wavelengths must be screened the problem 
is more difficult, and the best results are probably 
obtained by opaque applications, which must then be 
carefully tinted so as not to be conspicuous in use. The 
cream devised by Smithers and Wood* for use in 
xeroderma pigmentosum is of this kind, and serves the 
double function of protecting the skin from light and 
at the same time concealing much of the disfigurement 
of the disease. 


THE SWEET TOOTH 


The belief is widespread that an excessive consumption 
of readily fermentable carbohydrates, particularly in the 
form of sweets, is an important cause of dental caries. 
Yet in several of the investigations made in the past no 
increase in caries rates has been recorded when addi- 
tional sweets have been given to children living in 
institutions. In an attempt to evaluate the part played 
by fermentable carbohydrates in dental caries, the 
Swedish Government and the Swedish Dental Institute 
organized a long-term investigation at Vipeholm Hos- 
pital, Lund, in 1945. This hospital houses about 1,000 
patients suffering from mental deficiency or other ail- 
ments. Reports on some of these studies, with thorough 
statistical analyses, have now been published.? Sugar 
was added to the basic diet of different groups of patients 
in the following ways : (1) dissolved in beverages and 
semi-fluid foods, (2) baked in bread, (3) plain chocolate, 
(4) 8-9 toffees daily, (5) 24 toffees daily, (6) 22 pieces 
of caramel daily. In groups 3, 4, 5, and 6 the supple- 
ments were given between meals. In a control group 
fats were substituted for the fermentable carbohydrates 
to compensate for loss in calories. The highest caries 
experience occurred in the group taking 24 toffees daily ; 
these patients showed an average of 4.02 new carious 
tooth surfaces per person per year. The controls showed 
the lowest increase, with 0.30 carious surfaces. The 
caries experience of the beverage group did not differ 
much from the control, and the groups receiving daily 
8-9 toffees and 22 pieces of caramel respectively did 
not differ notably from the group on 24 toffees. Caries 
in the chocolate and the bread groups was intermediate, 
but was considerably less than in the toffee groups. 

As another part of this investigation samples of saliva 
were taken from these patients at 15-minute intervals 
during the day, and analysed quantitatively for sugar. 
From a correlation of these findings and the caries 
experience the following were among the conclusions 
drawn : first, sugar in the form of sticky sweets con- 
sumed between meals causes a marked increase in the 
number of new carious cavities ; secondly, sugar taken 
with meals is not so deleterious ; and, thirdly, chocolate 
appears to be less apt to produce caries than toffees. 

All the same, individuals varied greatly in these tests. 
Some could consume sweets between meals over long 
periods without an increase in caries, while others 
deprived of sweets and consuming little sugar in their 
food developed many new cavities. It is clear that there 
must be other factors in the causation of dental caries, 
but there seems to be good evidence that the frequent 
eating of sticky sweets between meals is of primary 
importance as a cause of caries in many people. These 
studies also showed that thoroughly rinsing the mouth 
with water, which was then swallowed, immediately after 
eating sweets or after meals would greatly reduce the 
concentration of sugar in the mouth. This would seem 
a practical method of caries control for parents to teach 
their children when they are not prepared to ban the 
eating of sweets between meals. 

1 Gustafsson, B., Sverig. TandlakForb. Tidn., 1953, 





45, 51. 
2 Lundqvist, C., Odontol. Revy, 1952, 3, Suppl. 1. (In English.) 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS 
CORTISONE AND A.C.T.H.—Il 


Cc. L. COPE, D.M., F.R.C.P. 
Physician, Postgraduate Medical School of London 


Both cortisone and A.C.T.H. are scarce, and demand 
is likely greatly to exceed supply for a number of years. 
It will not be possible, nor indeed is it desirable, to use 
the drugs indiscriminately, and one of the main prob- 
lems confronting the physician therefore will be how to 
use a limited allocation to the best effect. The diseases 
for which the drugs have been used with success are 
many, but some stand out as having a much stronger 
claim than others ; the conditions considered below all 
deserve high priority. The strongest indication for corti- 
sone or A.C.T.H. therapy is for replacement in condi- 
tions where the endogenous adrenal or pituitary hor- 
mone is inadequate. 

If the adrenals are absent or diseased then A.C.T.H. 
will have no target organ on which to act and so will 
prove useless. The most compelling reason for corti- 
sone therapy therefore is after bilateral total adrenal- 
ectomy, an operation sometimes employed experi- 
mentally for the treatment of certain inoperable neo- 
plasms and for severe hypertension. These cases should 
be handled only by experts, and the operation should 
never be carried out unless cortisone is available for 
maintenance. 


Addison’s Disease and Hypopituitarism 


Both Addison’s disease and hypopituitarism are condfi- 
tions in which the indications for cortisone therapy are 
strong. Patients with Addison’s disease are not always well 
controlled by salt and D.C.A. Some of them remain in a 
mildly subnormal state and others suffer-from symptoms 
due to an abnormal tendency to develop hypoglycaemia. 
Both these states can be much improved by small daily 
Yoses of cortisone, 25 mg. orally each day usually being 
adequate for maintenance. Patients with hypopituitarism, 
especially those chronic cases due to post-partum necrosis 
of the anterior pituitary lobe, are greatly benefited by testo- 
sterone therapy, but even with such treatment they often 
continue to suffer from hypoglycaemic symptoms and even 
coma ; in these patients there may also be transient attacks 
of coma not clearly related to a low blood sugar. Both 
these symptoms are considerably alleviated by a small daily 
dose of cortisone ; usually 12.5 mg. twice a day is sufficient. 
In both diseases ability to withstand the stress of operation 
or infection is much impaired: during fevers, such as 
influenza or pneumonia, it is desirable to increase the 
dosage to 100 mg. daily, and before and after major opera- 
tions a daily dose of 200 mg. is of the greatest value. 

In the acute emergency of an Addisonian crisis parenteral 
and oral cortisone are also of very great value, and ideally 
all patients with Addison’s disease should carry with them 
an emergency pack of cortisone tablets for use when 
subjected to unforeseen stress. 

In the substitution therapy of hypopituitarism oral corti- 
sone is greatly to be preferred to A.C.T.H., as the frequent 
injections of the latter are a heavy burden to the patient. 
In Addison’s disease A.C.T.H. is not indicated, since the 
adrenal glands are only sluggishly responsive, or even com- 
pletely resistant, to the stimulus of the A.C.T.H. 

The extra benefit bestowed by regular cortisone in either 
of these diseases may be undramatic if hypoglycaemic 
symptoms are not present. But cortisone is likely to increase 
efficiency and to enable the patient to carry out his job 

‘ 


more satisfactorily—a very important matter. All estab- 
lished cases should have access to the drug, and theirs should 
be a priority claim when supplies are restricted. 


Rheumatoid Arthritis 


So much publicity has been given to the effects of corti- 
sone and A.C.T.H. in rheumatoid arthritis, and so -impres- 
sive is the prompt response, that popular clamour for the 
use of the drugs is strong. Most cases of rheumatoid 
arthritis will respond, though in very varying degree. The 
main exceptions are advanced cases with severe contractures 
and with burnt-out inflammation.- Pain, joint tenderness, 
and stiffness diminish early; periarthritic swelling and 
inflammation diminish in more variable degree and more 
slowly. There is renewed optimism and improved sense 
of well being and appetite. If any fever has been present, 
it will be reduced or abolished. The erythrocyte sedimenta- 
tion rate starts to fall and may return completely to nor- 
mal. The persistent and resistant anaemia, so frequent in 
rheumatoid arthritis, is improved. The general mobility 
and agility of the patient is much increased, the extent of 
this benefit being largely determined by the state of the 
disease process in the various joints. 

With such great benefit to be expected in a majority of 
cases it is clear that the case for cortisone is strong. Yet 
great caution must be observed in exhibiting the drug. 
The curiosity of physician and patient to see the effect is 
not alone sufficient reason. Most patients in the chronic 
stages of rheumatoid arthritis have become fairly well 
adjusted to their own degree of disability. If now a drug 
is given which produces a dramatic alleviation of their 
symptoms, and if later this drug has to be stopped because 
of shortage of supply, then the patient will be precipitated 
into a state of acute disappointment and dissatisfaction. 
To start a patient with established rheumatoid arthritis 
on a course of A.C.T.H. or cortisone thus imposes a 
very heavy responsibility on the physician so doing. He 
must either see his way clear to obtaining steady supplies 
of the drug for an indefinite period for his patient, or must 
most carefully warn him that, owing to shortage of supply, 
whatever effect the drug may have can only be temporary. 
If such warning is not given, more harm than good is often 
done by a short course of the drug. 

Although supplies are steadily increasing, they are likely 
to remain far below demand for some years to come. It is 
desirable, therefore, for physicians to develop a plan of 
action in relation to the drug. As a general guiding 
principle it is suggested that highest priority should be 
given to those sufferers from rheumatoid arthritis who are 
bread-winners and who can be improved sufficiently to 
continue remunerative work by cortisone maintenance 
therapy, but who are unable to work without it. Simi- 
larly of high priority are those housewives who can be 
raised from invalidism to usefulness and who have several 
children to look after. In both these groups a trial course 
is justified, but the nature of the trial should be carefully 
explained to the patient. Each case must be considered on 
its merits. While supplies remain scarce, the continued use 
of cortisone cannot readily be justified in those who, even 
with it, remain bedridden or severely disabled. 

In some other circumstances there will be a strong case 
for the drug. Thus a rapidly progressive and disabling 
attack of rheumatoid arthritis, if resistant to other measures, 
is a strong indication for cortisone. Investigation is also 
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being made into the use of cortisone therapy as a temporary 
cover during remedial orthopaedic procedures, but no final 
conclusions on its value have yet been reached. 

With A.C.T.H. initial daily dosage should be 80 to 
100 mg. divided in four six-hourly doses, or one single 
injection of 40 mg. of gel. Larger doses may occasion- 
ally be needed. When remission is obtained, dosage is 
gradually lowered to the lowest figure that will maintain 
useful control of the disease, often 10 to 30 mg. daily. 

With cortisone, the daily initial dose should be 200 mg. 
This may usually be lowered after a few days to 100 mg. 
Either injections or oral tablets may be used. Here also 
dosage is reduced to the minimum that will exert effective 
control. A daily maintenance dose of 75 mg. is an average 
need. 

Acute Rheumatic Fever 


The suppressive effect of cortisone or A.C.T.H. on acute 
rheumatic fever is equally dramatic. Within a day or two 
temperature will often have fallen to normal and malaise 
have been abolished. Tender and swollen joints will become 
practically normal and the general condition of the patient 
will be greatly improved. The classical manifestations of 
activity of the rheumatic process are suppressed, often 
almost completely. 

The two major dangers in rheumatic fever are imme- 
diate heart failure and permanent valvular and myocardial 
damage. Heart failure often responds well, the good 
effect on the myocardium outweighing the less important 
tendency to increased sodium retention; but traditional 
methods of treatment such as salt restriction and mercurials 
should not be omitted. Heart size may diminish and the 
P-R interval on the electrocardiogram shorten. The action 
is, however, apparently purely suppressive, and relapse will 
often occur on stopping therapy, unless in the meantime 
the disease has burned itself out spontaneously. Greatest 
interest naturally centres round the possible value of early 
cortisone or A.C.T.H. therapy in preventing valvular dam- 
age. Unfortunately it is not yet possible to state with 
certainty that such protection is achieved. Nevertheless, 
acute rheumatic fever patients should get the benefit of 
the doubt whenever supplies permit. For full effect, treat- 
ment should be prompt and in full dosage. The starting 
dose should be 200 mg. daily of cortisone or 100 mg. of 
A.C.T.H. (preferably as the gel). After a week or two this 
dosage may be gradually reduced to a maintenance figure 
of 100 mg. daily of cortisone or 25 to 40 mg. of A.C.T.H. 
This will usually need to be continued for four to six weeks 
or until on further reduction there is no sign of recurrence 
of activity. Proportionately smaller doses may be given to 
children. In the more chronic cases of rheumatic fever the 
results of therapy are much less impressive, as so much 
damage has already been done. 


Disseminated Lupus Erythematosus and Some Other 
Collagen Diseases 


Disseminated lupus erythematosus is one of the so-called 
collagen diseases and responds well to A.C.T.H. or corti- 
sone therapy. Suppression of activity can usually be 
achieved, with relief of most of the symptoms. Like acute 
rheumatic fever, the best results are obtained with early 
treatment. The main difficulty is that of sufficiently early 
diagnosis; it is desirable that the characteristic L.E. 
cells should have been found in blood or bone marrow. 
Therapy may be expected to abolish the fever, joint symp- 
toms, and skin manifestations more slowly, and to hasten 
resolution of pleural or pericardial effusions. Renal abnor- 
malities, however, are not affected, and it is generally held 
that, when: renal damage is severe, treatment is less satisfac- 
tory. The sedémentation rate falls, but anaemia may persist. 
Remission of symptoms of sufficient degree to maintain 
patients ambulant and even at work for very many months 
may be expected in a high proportion of early cases, but 
relapse often follows promptly on cessation of therapy. 
The diagnostic L.E. cells do not disappear on A.C.T.H. or 
cortisone therapy, and treatment must be continued for 


long periods. In late cases the rapid downhill course is 
not significantly prevented by A.C.T.H. Associated bac- 
terial infection should be treated with antibiotics. 

In periarteritis nodosa the activity of the lesions can be 
reduced, but the general course of the disease is not much 
benefited. Some degree of remission will often occur in 
early cases, but in more advanced cases with severe cardiac 
or renal damage no benefit can be expected, and the meta- 
bolic changes produced by treatment with A.C.T.H. or 
cortisone may actually be harmful. 

In scleroderma the benefit is usually slight. By the time 
the disease is diagnosed much. collagen will usually have 
been laid down, and this will not be affected by the hor- 
mone therapy. In very early some remission may 
occur. 

In temporal arteritis the pain and tenderness in affected 
arteries can be reduced, but, if vision has been lost, this is 
not likely to be restored. 

In dermato-myositis, also, the main effect is to reduce 
pain and oedema, a purely symptomatic improvement. 


Asthma and Allergic States 


Status asthmaticus is an acute emergency. It may com- 
pletely fail to respond to adrenaline and other adrenergic 
drugs, and may terminate fatally in two or three days. Viscid 
plugs of mucus too thick to be coughed out play a big part 
in the lung failure. In such patients prompt use of A.C.T.H. 
may have a dramatic, even life-saving, effect. If adrenaline 
is not producing relief it should not be continued in large 
doses, but intravenous A.C.T.H. or, as second best, A.C.T.H. 
injections should be promptly substituted. For the intra- 
venous drip 25 to 40 mg. dissolved in 500 ml. of saline 
and delivered slowly over several hours will often produce 
an effective response ; with intramuscular injections 25 mg. 
six-hourly is usually sufficient. Not all will respond, but the 
treatment should be tried in all serious cases. 


In severe chronic bronchial asthma, which in this country 
usually has a big infective factor in its aetiology, «effects 
are more variable and less dramatic. A two-week course 
of 40 to 60 mg. daily of A.C.T.H. gel may be tried, the dose 
being reduced gradually for the last few days. If improve- 
ment does occur it may persist for several weeks after 
cessation of therapy. 

Allergic Asthma and Allergic States —In acute attacks of 
allergic asthma good results may be expected from A.C.T.H. 
or oral cortisone therapy in a good proportion of cases. 
It is indeed possible that the benefit in the infective group is 
largely due to the effect on the allergic factor in these 
cases. In drug sensitivities and other allergic skin mani- 
festations good results may also result from prompt and 
full dosage. 


Pemphigus 


Pemphigus stands out among skin diseases as one with 
cogent indications for A.C.T.H. or cortisone. Occurring 
in several forms, it has a high mortality. With intensive 
therapy with A.C.T.H. or cortisone the distressing skin 
lesions may be brought under control and indeed healed 
in the great majority of patients. But it is now realized 
that large doses are needed to ensure full control. Forty 
milligrams of A.C.T.H. daily by intravenous drip or 40 to 
60 mg. six-hourly intramuscularly are often needed in the 
early treatment. Of cortisone, 300 to 400 mg. orally may 
be required daily. When the disease is under control dosage 
is gradually reduced to low maintenance levels, which must 
be continued for many months. It is too early to say 
in what proportion of cases a complete cure can eventually 
be achieved. Failure to get great improvement is usually 
a sign of inadequate dosage. With adequate therapy, new 
lesions should cease to forth within four to seven days, 
though healing of existing lesions may take several weeks. 
If toxic side-effects develop, a compromise dose may have 
to be found. Since in most cases of pemphigus therapy 
may be life-saving, sufferers from it should have high 
priority for these drugs. 
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Other Skin Diseases—Good therapeutic responses have 
been obtained in dermatitis medicamentosa, particularly that 
due to penicillin. Generalized exfoliative dermatitis often 
responds well to A.C.T.H. and cortisone. The drugs should 
be used when they are likely to be life-saving or to relieve 
severe but temporary distress. In general they should not 
be used in chronic or recurrent skin diseases. 


Eye Diseases 


In such a wide field, only certain general points can be 
mentioned here. Cortisone or A.C.T.H. therapy produces a 
prompt subsidence of inflammatory reaction and diminution 
of fibroblastic activity. Their value, therefore, is to mini- 
mize the danger of resi damage from an excessive acute 
inflammation. The | oe of cortisone to the 
eye is so effective that use of A.C.T.H. or parenteral 
cortisone is seldom ues and indeed may be less 
effective. Cortisone may be applied directly as drops, the 
standard preparation being diluted 1:4 for the purpose. It 
may be instilled every hour until inflammation subsides. 
Alternatively an ointment of 15 mg. per gramme in lanolin 
or a similar base may be applied every three hours. Corti- 
sone may also be given by subconjunctival injection, but 
this is not usually necessary. 

Results are often dramatic. In acute iridocyclitis the 
symptoms and signs may resolve completely in two to three 
days. In subacute and chronic cases results are much less 
impressive. In conjunctivitis the acute inflammatory process 
is readily reduced, but the infecting organism is not affected 
and the signs of infection will return when therapy is 
stopped. Other methods of treatment, such as with anti- 
biotics, should therefore not be neglected. 

In acute corneal ulceration the prompt exhibition of 
cortisone may prevent or greatly delay vascularization and 
infiltration, thus minimizing later scarring. Cortisone tends 
to delay wound healing, but in most corneal ulcers the 
benefits tend to outweigh the disadvantage of slower 
healing. 

Cortisone is likely to prove of great value in cases of 
sympathetic ophthalmia and lead sometimes to the saving 
of sight. There is considerable uncertainty about the effects 
of cortisone on tuberculous processes. Cortisone should 
not generally be used for ocular conditions suspected of 
being tuberculous unless skilled anti-tuberculous chemo- 
therapy is also available, as the cortisone may light up a 
relatively quiescent focus. 

Since so many ocular conditions can be greatly influenced 
by local applications, very small amounts of cortisone are 
required and such cases can usually be given a high priority 
for the drug. 

Ukcerative Colitis 


The place of cortisone or A.C.T.H. therapy in this disease 
is still a matter of exploration and discussion. It is rather 
less well defined than in many other diseases. There is no 
doubt that beneficial effects can often be produced in the 
inflamed colonic mucosa. In a number of cases the mucosa 
will be seen, on sigmoidoscopy, to have improved greatly, 
to be less inflamed, and less liable to bleed; it may even 
return to normal. General remission of other symptoms, 
with improvement in the condition of the patient, may be 
expected in a good proportion of cases. Though relapse 
may not follow immediately after cessation of therapy, it 
is likely to occur sooner or later, and the relapse may not 
prove so responsive as the earlier attack ; results are rather 
unpredictable. We have seen one man have a two-year 
remission after a 10-day course of A.C.T.H., and, in contrast, 
another who deteriorated so rapidly whilst on A.C.T.H. 
that he had to have an emergency colectomy, treatment 
which led to his eventual recovery. A.C.T.H. does not 
provide a cure; it may prove of value in bringing a relapse 
under speedier control or in improving the general condition 
sufficiently to make surgical intervention safer. In trouble- 
some cases it is unlikely to replace surgical treatment. 

It is unlikely also that prolonged maintenance therapy 
will have any important place in the treatment of the 


disease. The most hopeful use for the drug is promptly at 
the commencement ofa relapse. 


Blood Disorders 


The value of A.C.T.H. and cortisone therapy in blood 
disorders does not seem to be high. In only two condi- 
tions are there reasonable chances of improvement. In 
acquired haemolytic anaemias, whether idiopathic or 
symptomatic, a favourable response may be expected in 
most cases. Improvement may persist for several months 
after cessation of therapy, occasionally for more than six 
months. 

In thrombocytopenic purpura also, whether toxic or 
essential, remission may be induced in a high proportion 
of cases by cortisone or A.C.T.H. therapy, but relapse is 
more likely to occur promptly when treatment ceases. 
Occasionally, however, cure seems to be complete. These 
two disorders present the most favourable conditions for the 
use of A.C.T.H. and cortisone, but in neither is the prospect 
of a cure high. 

In acute leukaemia in children a beneficial response may 
often be obtained and sometimes almost complete remis- 
sion. The benefit is purely temporary, and in the long run 
little is gained in such cases. Parents should therefore be 
warned not to draw too strong a hope from any initial 
improvement. No appreciable response is obtained in adult 
forms of leukaemia, in aplastic or refractory anaemias, in 
congenital acholuric jaundice, or in paroxysmal aacmues 
haemoglobinuria. 


Renal Disease 


Chronic renal damage with poor renal function is usually 
regarded as a contraindication to cortisone or A.C.T.H. 
therapy: in cases of chronic or subacute nephritis the 
results of therapy have not been impressive. There is, 
however, one condition in which benefit from A.C.T.H. 
or cortisone therapy may “be expected in about half the 
cases, 

In nephrotic children without significant nitrogen reten- 
tion A.C.T.H. causes the usual tendency to sodium reten- 
tion, but when therapy is stopped then a diuresis often 
occurs which leads to removal not only of this retained 
sodium but also of the greater part of the nephrotic oedema 
fluid. Younger children respond better than older ones. The 
child should be put on a low-salt diet with a high-potassium 
content. Full dosage should be given, a child of 60 Ib. 
(27 kg.) requiring 20 mg. six-hourly for about 12 days, or 
60 mg. of gel once daily. During the course particular 
attention must be paid to the cardiovascular system: signs 
of increasing jugular venous pressure or of cardiac dilata- 
tion will necessitate a reduction of dosage. After six to 
eight days dosage may be gradually tailed off and then an 
effective diuresis may be expected in about half the cases 
so treated. 


Conclusion 


The catalogue of diseases which benefit from corti- 
sone or A.C.T.H. therapy can be continued very much 
longer. Inevitably, for some time to come, supply will 
fall far behind demand, and principles of priority alloca- 
tion will need to be applied. As a guiding principle, 
the most economical use of these drugs will usually be 
in the alleviation of acute situations occurring in 
inherently recoverable diseases. Chronic diseases for 
prolonged maintenance therapy should be selected with 
caution and care. Those chosen should preferably be 
those where useful life may be restored or where a major 
economic crisis in a family can be averted by treatment. 





Next Refresher Course Article.—“ Spectacles,” by Mr. J. H. 
Doggart. 
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THE PRACTICE OF MEDICINE FOR 
ANIMALS* 


BY 
TOM HARE, M.D., B.V.Sc., M.R.C.V.S. 


You have invited me to talk about the practice of 
medicine for animals and to compare it with your own. 
Please allow me to avoid the abstract and to talk of 
such living things as doctors and veterinary surgeons ; 
how they learn the one body of knowledge, exploit the 
same discoveries, meet with the same problems, and use 
the same methods in trying to solve them. 

The veterinary schools are in the Universities of Lon- 
don, Edinburgh, Dublin, Glasgow, Liverpool, Cambridge, 
and Bristol. Among the medical and veterinary students 
I find little if any difference in social origin, upbringing, 
dress, deportment, and contributions to university life. 
In their hobbies possibly more of the city clings to the 
medical and more of the country to the veterinary. 


Syllabus 


In 1912, when I entered the veterinary school of the Uni- 
versity of Liverpool, medical and veterinary students 
together attended the courses in the basic sciences, physio- 
logy, materia medica, and general pathology. They separ- 
ated for anatomy and the clinical studies; but, through 
the friendships forged in junior days, ways and means of 
sharing experience in the schools were devised. A veterin- 
ary student disguised in the short white coat would be 
smuggled into an operation or ward round ; medicals in the 
long white veterinary coat did the meat-inspection tour of 
the abattoir, studied castrations with relish, or wallowed in 
the post-mortem examination of a horse. Of course, our 
teachers knew, and pretended they didn’t. 

An objective survey of the training of the senior students 
of the two schools would bog me in a morass of detail. 
The superiority of the medical training was in its clinical 
teaching, the art of recording the case history, diagnosis, 
and prognosis. The highlight of the veterinary training was 
animal management, a huge subject which includes the 
characteristics and behaviour of the domestic animals, their 
husbandry, breeding, housing, feeding, hygiene, transport, 
and marketing. It equips the veterinary student with 
standards against which he can compare his patients and 
assess the efficacy of his treatments and their economic 
value. I missed such training in my medical course; the 
teaching about man and his environment was incidental and 
insipid. The superb qualities of the medical training in 
hospital tended to condition the student to the outlook of 
the specialist. Despite the comparative poverty of his 
intramural clinical training the veterinary student knew it 
as equipment for general practice and supplementary to 
pupilage. 

Veterinary students are advised to spend the vacations of 
their first year on farms as a preparation for pupilage. For 
my pupilage I entered into a written agreement with, and 
paid a premium to, a partnership of father and son in a 
mixed town and country practice. The son’s house, where 
I boarded, included the consulting-room and dispensary. It 
formed one side of a paved yard, which was bounded by 
operating theatre, garage, smithy, kennels, coach-house, 
harness rooms, stables, and loose boxes. Facing the office 
at the entrance were three houses tenanted by the head 
groom, head shoeing-smith, and chauffeur. There were 
ten whole-time employees. 

The “ chief ” was strict, just, generous, upright, handsome, 
and always immaculate. Woe to the yardman if the “ chief” 
picked up a straw or the stub of a woodbine ; ; little escaped 
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his eye. He had lovely hands, which charmed a knife or a 
horse. He and his horse were one, a picture of power and 


' grace, which, as he rode to the meet, warmed the hearts of 


Lincoln folk. He was an external examiner in surgery, a 
master craftsman, and a leader. 

I accompanied the “chief” on his rounds and devilled 
for him ; sometimes, and on most night calls, I went with 
the junior partner or his assistant. I was expected to 
memorize'particulars of each client, his whims and oddities, 
his stock and husbandry, and to avoid party politics. Morn- 
ing surgery began at 8.30, by which time I had dusted the 
dispensary, helped with the cleaning, feeding, and dressing 
of the in-patients, packed the gear-bags, and eaten my break- 
fast. Usually we were off on the rounds by 10.30; the 
transport consisted of two cars, a motor-bike, and a stable 
of horses for riding and driving. The night staff came on 
duty at 8 p.m., by which time I was usually washed and 
changed for dinner. After dinner on one evening a week 
stock medicines were put up and stored; farmers ordered 
them in lots of a dozen for home-doctoring. The system 
is natural, and fortunately prevails in many practices ; the 
veterinary surgeon knows what his client has already 
administered and the client takes the credit for all re- 
coveries ; noblesse oblige goes a long way in the country. 
On another evening each week the accountant attended to 
enter up the ledger, while the professional staff deciphered 
entries in the day-book, costed their journeys, and checked 
up records of work done for Government, local authorities, 
and insurance companies. 

There was no “clocking on and off”; I do not think it 
had been invented. There were occasions for leisure and 
recreation ; I had my fill of riding and cricket, and my Sun- 
days, after 10, were my own except for emergencies. The 
“chief” arranged for me to visit neighbouring veterinary 
surgeons when they had a particular technique or case to 
demonstrate ; also, as a guest, I attended meetings of the 
local division. In all I spent 24 crowded, healthy, and 
happy weeks as a pupil in the practice, and I returned to 
it as assistant for some of the vacations of my medical 
course. 

From my enthusiasm for pupilage I would not have you 
infer that it is invariably a success for student or principal. 
A few students do not seem to have the temperament to 
enjoy or profit by it. I think the need for improving the 
medical training for general practice would be met by re- 
introducing pupilage during the vacations. It would avoid 
any major upset in the existing system of hospital training, 
which in some respects is of superb quality. 


Surgery 

The differentiation of the medical general practitioner 
from the specialist does not obtain in the veterinary profes- 
sion. Some veterinary surgeons restrict their practice to a 
particular animal; others develop a special aptitude, for 
which they are consulted by their colleagues. The majority 
of veterinary surgeons undertake major surgery at the 
patient’s home or in their own theatres. Except for 
emergencies many veterinary surgeons reserve one or more 
periods of the week for their operations. Usually they have 
a nurse-secretary to maintain anaesthesia, attend to instru- 
ments and apparatus, and dress and nurse patients. All 
parts of the small animals, except the central nervous 
system, are explored by the knife. 

Major surgery on the large animals is usually done in the 
open, sometimes at a distance from tap-water and other 
hygienic conveniences. The physical means for preparing 
and controlling large animals, during and after operations, 
have to be carefully planned. Nowadays veterinary sur- 
geons have the additional difficulty of finding competent 
assistance on farms. For major operations on the viscera 
there is a preference for the large animal to stand at its 
manger under local analgesia. Casting the patient on a 
bed of straw for general anaesthesia, even when skilfully 
done, severely upsets the animal and influences its after- 
treatment and behaviour. The less the interference with the 
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patient’s posture and surroundings the better the prognosis. 
Another limiting factor of major surgery of the large 
animals is the size of their organs and the difficulty of 
bringing some of them into the incision through the body 
wall. Nevertheless, capacious viscera have their advantages : 
with his arm in the rectum a veterinary surgeon can explore 
the organs as far forwards as the kidneys. 

The structure, functions, and diseases of the foot occupy 
an important place in the veterinary curriculum’. It is the 
seat of many troubles, to which, in the horse, must be added 
the many injuries from faulty shoeing and work. Veterin- 
ary students receive practical instruction in the smithy. In 
my medical course instruction about footwear and the 
everyday troubles of the foot was ‘insignificant. 

For measuring a patient’s fitness both professions employ 
similar manual, instrumental, and athletic procedures. When 
all these have been done for a horse the veterinary surgeon 
mounts and puts it through its movements and speeds. 
Riding with skill and judgment, he comes to his diagnosis 
and something more. In the exhilaration of their rhythmical 
movements there is evoked a mutual sympathy, which calms 
the apprehensive animal. I believe this sympathy uniting 
two creatures to be the essence of “clinical touch.” With- 
out it the doctor or veterinary surgeon, for all his know- 
ledge, is a mere technician. 


Obstetrics 


The pathology of reproduction is a major subject of 
veterinary practice which’ adheres to orthodox principles 
and is admirably set out in the textbooks. It is governed 
by economics. Livestock owners at subsistence level rarely 
can afford veterinary obstetrical practice; they make do 
with primitive methods and ideas. Knowing his hill and his 
sheep, the shepherd can forecast where and when each ewe 
will drop her lambs. If a ewe is unable to lamb he does his 
best to deliver her. If he fails he opens his knife, cuts her 
throat, opens her abdomen, removes the lambs, clears their 
nostrils, and fosters them on to ewes with single lambs. 
Most of the ills of fertility, pregnancy, parturition, and 
infancy of animals are primarily due to infectious disease. 
But the voice of Pasteur rarely penetrates to those who look 
on lambing as the harvesting of a crop and their bread for 
a twelvemonth. 

For three lambing seasons I was working in the Pennine 
Hills. One bitter night a hill farmer fetched me to his 
mare. I followed him over the bosom of the hill to a 
stable, a lamp, the mare, and three chaps fatigued by mid- 
wifery. I stripped to the waist, lathered my right arm with 
soap, corrected the presentation, and the mare delivered 
her first foal. When I turned to wash in the bucket the 
farmer said, “Don’t waish th’onds lad, cum to th’ole 
wumon; she’s took bad.” But I washed and put on 
my shirt. Next door I had a look at the farmer’s wife, sat on 
her bed, and spoke reassuringly while she gave birth to her 
third girl. The farmer’s diagnosis was shrewd; his wife 
was a multipara and could wait on nature; the mare’s foal 
was her first and nature was stuck. As for his ideas of 
hygiene: if hands are mucked in-lambing they are wiped on 
the fleece and you get on with the next job. 


Infectious Disease 


This is the major problem of veterinary practice. It 
accounts for more illness than that due to autonomous, 
physical, and chemical causes. Domestic animals live at 
risk of infection from diseased contacts, insanitary surround- 
ings, infected food, and diseased wild creatures. They live 
with their dung, droplets, and discharges, which, as the 
means of spreading infection, become more potent with 
crowding. 

The notifiable infections, which include rabies, glanders, 
and anthrax, are specified in the Diseases of Animals Acts 
and Orders. On detection and report to the authorities they 
are dealt with by the veterinary officers of the Ministry of 
Agriculture. Of more concern to general practice are the 


endemic infections, such as helminthiasis, coccidiosis, tuber- 
culosis, Johne’s disease, brucellosis, and streptococcal 
infection. 

The parasite of the ubiquitous intestinal infection 
coccidiosis is expelled in the patient’s dung. It can sur- 
vive outside the animal for 18 months. In young animals 
the infection tends to an acute course with a high mortality ; 
in adults it is a common cause of invalidity. Coccidiosis is 
curable, but, relative to the market value of the animal, the 
treatment is costly in drugs, labour, and time. 

Infection by the haemolytic streptococcus is also very pre- 
valent in domestic animals. Its foetal and infant mortality 
and adult morbidity rates are high. When penicillin and 
sulphonamides can reach it, as in septicaemia, they slay it. 
But the spread of the haemolytic streptococcus is by drop- 
lets, and its natural habitat is mucous membrane, particu- 
larly that of the pharynx. Under the protective coating of 
mucus it is relatively quiescent for a period, and then it has 
a burst of activity, during which it produces a toxaemia. 
Also from mucous membrane it may emigrate to sites of 
stress, such as the pregnant uterus, the mammary gland of 
the milking cow, or the strained capsule of a horse’s joint. 

From what I have said of endemic infection I would not 
have you infer that usually the animal patient is suffering 
from only the one species of parasite. In the large majority 
of my cases more than one specific infection was found: 
three specific infections were found in about 10% and four 
or more in about 3%. The symptomatology of polyinfec- 
tion may be far removed from the sum of the signs 
expressed by each specific infection. Animals infected by 
the haemolytic streptococcus and suffering from coccidiosis 
show spasmophilia, which varies from the intermittent 
spasms of a single muscle in the mild case to the tetany, 
hysteria, or epilepsy of the more severe case. 


Prophylaxis 

In my experience the incidence of endemic infection has 
been increasing during the past 25 years. I see no signs: of 
the reverse trend. This is a disappointing contrast to the 
impressive advances in diagnosis and specific biological and 
chemical treatments. Moreover, the meaning and value of 
these advances have been made known to stock-owners by 
their veterinary surgeons through the advisory schemes of 
the British Veterinary Association and Ministry of Agricul; 
ture. The technical means for subduing endemic infection 
are available, but it is not being subdued. Why ? 

The responsibility for seeking and accepting veterinary 
advice rests on the stock-owner, who tends to refrain from 
anticipating disease, and, after it has come, to set a greater 
value on curative treatment and prognosis than on specific 
diagnosis and prophylaxis. This attitude is encouraged by 
the fact that animals suffering from endemic infection are 
convertible into the nation’s meat ration. The practices 
of the stock-owner are a contributory but not the essential 
cause of the rising incidence of endemic infection. To illus- 
trate this I will cite one of my experiences. The story began 
with two sows on a farm and a public demand for pork. 
The two were multiplied to two dozen sows, which bred 
litters averaging nine. The farmer increased his pig popu- 
lation beyond his resources for clean husbandry. Parasites 
multiplied and increased the mortality and morbidity rates. 
The demand for pork declined and increased the farmer's 
losses. The story ended in the fifth year with two sows on 
the farm. : 

Wherever animals are assembled together in farm, field, 
market, showground, ship, and hospital, their parasites 
appear. They appear with the undetected infected animal. 
They spread in its dung, discharges, and droplets. This is 
no new knowledge. It and the essential preventive methods 
were systematized during the second half of the nineteenth 
century and incorporated in the veterinary curriculum as 
the hygiene of animal management. Fifty years ago the 
veterinary profession was advocating routine cleanliness as 
an effective control of such endemics as tuberculosis and 
Johne's disease ; it does so to-day. Forty years ago I began 
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my pupilage in a practice of which the animals, equipment, 
and buildings were kept as clean as a new pin. To keep 
them clean was a veterinary surgeon’s duty, pleasure, and 
pride. It was so even 20 years ago with many city veterin- 
ary surgeons, who maintained large establishments for the 
in-treatment of small animals. To-day the maintenance of 
an animal hospital is beyond the means of private practice. 
The routine cleanliness of animals and their surroundings 
to be effective demands intelligence, ceaseless vigilance, and 
trained labour. 

Faced with the difficulty of obtaining the trained labour, 
and its high cost, the veterinary surgeon has dispensed with 
his animal hospital. The farmer, faced with the same eco- 
nomic problem, has to keep his animals, saturate them in 
antibiotics, and trust to luck. To-day all of us are haunted 
and frustrated by the same ghost. Few of us can afford to 
keep our homes as clean as we did. I do not see medical 
hospitals so well scrubbed as in my student days. Cleanli- 
ness is too expensive, and its practice fades as the welfare 
State slides into slumdom. 

My selection of vignettes of veterinary medicine must end 
here. It has been a great privilege to show them on behalf 
of my friends in general practice. Instead of presenting 
their thoughts and experiences I seem to have given you far 
too thany of my own. My only defence is to acknowledge 
them as my own, the best I have to give you. 








ELECTRONICS AND MEDICINE 
{By A SPECIAL CORRESPONDENT] 


The eighth annual exhibition of the Institution of Elec- 
tronics, organized by the North-west Branch, was held at 
the College of Technology, Manchester, from July 15 to 21. 
It was opened by Sir Geoffrey Jefferson, F.R.S., emeritus 
professor of neurosurgery at Manchester University. The 
exhibition was organized in two sections : a Scientific and 
Industrial Research Section, in which the applications of 
electronics to medicine featured prominently ; and a Com- 
mercial Section displaying the astonishing versatility of 
this infant science in solving the problems of modern 
industry. 

The Christie Hospital and Holt Radium Institute, Man- 
chester, demonstrated the precautions necessary in handling 
radioactive isotopes, and also the uses of I'* in estimating 
thyroid function, P** in treating chronic leukaemia and poly- 
cythaemia and in locating brain tumours, and of radio-cobalt 
in irradiating neoplasms. The Department of Medical 
Physics, Leeds University, showed an arrangement for taking 
dynamic measurements of blood pressure, using a blood- 
pressure manometer and commercial capacitance meter 
which is easily constructed and apparently trouble-free. Other 
exhibits by this department included an electromyograph 
and an experimental scintillation counter in which the diffi- 
culty of distinguishing signal and noise impulses has been 
overcome. The Lewisham Hospital exhibit showed how 
x-ray films can be automatically named and numbered, and 
also an apparatus for recording foetal heart sounds audibly 
by loudspeaker and visually on both cathode screen and 
tube. This instrument has already been in use for about 
18 months- for research purposes. 

The Postgraduate Medical School, London, exhibited a 
number of interesting devices including a trigger mechanism 
for taking x-ray exposures of the heart when studying the 
relationship of cardiac volume to the E.C.G. cycle; an 
exposure meter for low light levels, as, for example, in 
photomicrography ; and an amplifier for recording uterine 
contractions and cervical dilatation. The mechanical heart- 
lung machine recently described by Melrose and Aird in the 
British Medical Journal (July 11, p. 57) was also on view : 
it is an impressive example of what can be achieved by 
combining the skills of medicine, engineering, and electronics. 

The Department of Physics, Royal Cancer Hospital, 
London, had a very fine piece of machinery for recording 


visually on a large television screen the distribution of ioniz- 
ing radiation. But the exhibit of the Radiochemical Centre, 
Amersham, was disappointingly limited to a high 8 source 
emitter. No attempt had been made to show the work of 
the Centre in supplying radioactive isotopes for medical 
use ; even a request for a catalogue of the preparations 
available met with the reply that the catalogues had all been 
taken-up at a recent Continental exhibition. 

The Commercial Section of the exhibition introduced one | 
to a Jules Verne world of streamlined grey boxes and 
flickering eyes which appeared to be capable of telling one 
everything about everything, from counting the various 
emissions of radioactive isotopes to telling how thick one’s 
cigarette paper is, from determining the quality of a 
turbine blade in a jet engine to measuring the amount of 
haemoglobin in the blood. A handy table-model electron 
microscope will photograph bacteria at x 60,000 magnifica- 
tion, or one can sit back in a chair at the console model 
of the flying-spot microscope while pathology slides are pro- 
jected on to a television screen for leisurely consideration. 





Preparations and Appliances _ 








COMFORT IN CALLIPERS 


Dr. H. L. RoGerson, of Bergh Apton, Norfolk, writes : 
A few years ago I complained in the correspondence 
columns of the Journal (1948, 2, 724) of the antiquated 
design of the walking-calliper. Recently, seeing that no 
advance had apparently been made, I thought that, as a 
patient and doctor with some enthusiasm for .mechanical 
devices, I was myself in a fair position to design and have 
made a walking-calliper for my own use. This I did, and 
for 18 months have worn the resulting product in complete 
comfort. 

My poliomyelitis is of eight years’ duration, my right leg 
being completely paralysed up to and including the muscles 
around the hip-joint. The left leg is paretic to the extent 
of about 50%, but no calliper has been needed for this leg. 

I had two main objectives, lightness in weight and as 
near perfect fitting as possible. A paralysed leg, even with- 
out any attachment, feels heavy and cumbersome. Lightness 
has been achieved partly by simplicity in design as well as 
by the use of duralumin, and the total weight of the instru- 
ment is 3 Ib. (1.36 kg.). A high standard of fitting has been 
obtained by wearing the instrument in its skeleton form 
at first, and returning it to the makers for adjustments until 
considered perfect. In my case it was returned three times 
in the rough state before the final finishing process. 

The basis of the design is the use of one “iron” only. 
This, in my case, for a weight of less than 140 Ib. (63.5 kg.), 
is of duralumin strip } in. (1.9 cm.) wide by 4 in. (0.6 cm.) 
thick. The following are the details of construction, start- 
ing at the proximal end of the instrument. 

The pelvic band is of the usual type, but without the usual 
metal stiffening. This stiffening is most uncomfortable for 
the thin patient and quite unnecessary, except as a mounting 
for the band in the form of a strip about 6 in. (15 cm.) long, 
shaped to fit comfortably below the iliac crest on the affected 
side. The band ——- is attached and hinged in the 
usual manner, so that thé hinge is just clear of the skin 
over the greater trochanter of the femur. It is important 
that the portion above the hinge be moulded inwards so 
as to fit accurately, with its upper edge passing just inferior 
to the anterior superior spine of the ilium. 

The leather thigh casing of usual design is laced in my 
original instrument, but the straps shown in my duplicate 
instrument are equally satisfactory. 

The knee hinge is self-locking in extension and can be 
unlocked either directly at the knee or indirectly by means 
of the extension, which can be reached by a hand. in. the 
trousers pocket. The locking assembly is spring-loaded. 
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The eccentric arrangement of the hinge whereby the ratchet 
protrusion disappears on flexion between the two outer 
circular layers is worth adopting on account of the lessened 
damage to clothing. The below-knee cage is of usual design 
and strapped. It is fitted so 
that the upper level just covers 
the tuberosity of the tibia. 

From the knee to the~* heel 
down the outer side of the leg 
passes the single duralumin 
strip, which is shaped so that 
it is approximately parallel to 
the outer side as it passes down 
the leg. The heel of the shoe 
is provided with a round socket 
in the usual manner, and the 
iron bar which enters it is 2 in. 
(S cm.) long. This side strip 
just described, since it is not 
strapped to the leg or shoe in 
any way, is sprung in slightly 
towards the heel to prevent its 
coming away from the heel of 
the shoe of its own accord. In 
my case this arrangement has 
been entirely satisfactory, and 
only rarely has the rod shown 
a tendency to come out to the 
extent of about } in. (0.6 cm.). 
Sitting with the legs crossed has 
been the only cause of this, and 
the bar has clicked back again 
when the knee has been re- 
f extended. A toe-raising spring 
has not been necessary, the 
foot, when lifted off the ground 
during walking, remaining at 
right angles to the leg. The 
distribution of weight-bearing 
between the tuber ischii and the heel is important, and 
approximately 50% to each site has been the aim. It is 
also important that in full extension during standing there 
is no feeling of strain at the back of the knee as though 
hyperextension were being produced. 

A good and simple way of testing the instrument for 
perfect fit is to ask the patient to stand with the weight of 
the body equally divided between both feet. If the knee 
cage is undone there should be no flexion at the knee, and 
therefore the patient should have no feeling of insecurity. 
Now, if the knee cage is refastened and the thigh casing un- 
laced, there should still be no flexion at the knee and no 
feeling of insecurity. 

There is no doubt that an instrument with a single bar is 
much more comfortable than one with a double bar, and 
not the least luxury is the ability to sit down with one’s 
knees touching each other. 

I have to thank Messrs. F. G. Ernst, of 110, Great Portland 
Street, London, W.1, for their co-operation in making this 
instrument to my specification. 























Trusts and Foundations, a valuable select guide to the 
charitable trusts and other grant-making bodies in Britain 
and the Commonwealth, has recently been published by 
Bowes & Bowes Ltd., Cambridgé, price two guineas. The 
book has been compiled by Mr. Guy W. Keeling, a former 
secretary of Aslib and of the Library Association. It repre- 
sents the first serious attempt to bring together in a single 
volume all the available information on nearly 1,000 chari- 
table trusts and foundations. Entries are arranged alphabeti- 
cally and give full details of the trustees and the history, 
purposes, provisions, and conditions of the trusts, There 
is also: an alphabetical subject index and a subject index 
classified by the Dewey decimal system. This most useful 
book will go a long way to filling the need for such a guide 
expressed in the report of the Nathan Committee on the 
Law and Practice Relating to Charitable Trusts. 


Correspondence 








Because of the present high cost of producing the Jourzal, 
and the great pressure on our space, correspondents are 
asked to keep their letters short. 


The Banning of Heroin 


Sir,—Your annotation (Journal, July 25, p. 196) on this 
subject concludes that omission from the B.P., 1953, of 
heroin would be a most respectable precedent for Govern- 
ment authorities to make the use of the drug illegal. Now 
a precedent tends to be used as justification for further bans 
on liberty of action, and should be regarded most critically 
before being accepted. The main argument for the dis- 
appearance of heroin is that it is a drug of addiction, a fact 
which is exemplified by 500,000 Egyptians in its toils. It 
may be significant that this huge number has developed 
since the institution of repressive measures against the less 
harmful cannabis, which used to render the appalling condi- 
tions of the fellaheen endurable. By and large it may be 
accepted that widespread drug addiction is the outcome of 
poverty, ill-health, and misery, and it is to the remedy of 
these conditions rather than interference with therapeutics 
that governments should direct their energy and money. 

If the argument that heroin can be satisfactorily replaced 
by other drugs is sound, no exception should be taken to its 
banishment. But is this, in fact, the case ? Clinical impres- 
sions may be notoriously fallacious, but they are not always 
sO, aS was exemplified in the history of ergot by the 
triumph of the general practitioners when ergometrine was 
discovered, 

The incidence of vomiting, often severe, from morphine 
is high ; that following heroin is rare. Amidone and pethi- 
dine are by no means as reliable as the first-mentioned 
drugs, and pethidine vomiting can be troublesome. Are we 
to suffer our patients to vomit for the sake of potential 
addicts? As to the suppression of cough, it is true that 
in adequate doses codeine will be effective, only too often, 
however, with the addition of severe constipation, lethargy, 
and depression. 

The laws governing the use of dangerous drugs in this 
country are very strict, and rightly so. Let us then not 
give countenance to remote control by an organization 
detached from the day-to-day problems presented by the 
sick and suffering.—I am, etc., 


London, W.1. A. H. DOUTHWAITE. 


Sex Ratio at Birth 


Sir,—I was much interested in your annotation on this 
subject (Journal, July 18, p. 142) and would like to draw 
attention to two further aspects. 

The inconstancy of the sex ratio at birth is well estab- 
lished. Judging from the decennial census figures (my 
source was Papers of the Royal Commission on Population, 
Vol. ID, this ratio was quite close to 100 boys per 100 
girls born during the period 1841-1901. Thereafter, it rose 
steadily so as now to stand at approximately 106. The 
tables in the above-mentioned source do not show the sud- 
den rises in sex ratio at the time of the two wars referred 
to in the annotation, but merely a steady climb. 

The explanation of changes in the sex ratio at birth is, 
as you rather indicate, not altogether satisfactory, and I 
would venture to suggest what must be an important fac- 
tor in determining these changes—namely, variations in the 
abortion rate. This depends upon the fact that the primary 
sex ratio—that is, the, number of males to females at the 
time of conception—is a good deal higher than the ratio 
at birth; the evidence for this conclusion is the excess of 
male over female abortuses. Just as, in post-natal life, the 
human male at all ages has a higher death rate than the 
female, so, it seems, does the male foetus in intrauterine 
life. The primary sex ratio is, of course, indeterminate, but 
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the available evidence places it at about 120 males to 100 
females conceived. It is easy to show that an increase in 
the abortion rate will lower the sex ratio at birth while a 
decrease in the abortion rate will raise it. One possible 
explanation, therefore, for the steady rise in the sex ratio 
during the last half-century is a progressive fall in the abor- 
tion rate, perhaps the result of steadily improving ante- 
natal care. 

By making use of the considerations in the above para- 
graph, I was led to the conclusion that the spontaneous 
abortion rate is probably nearer 20% than the 10% figure 
usually quoted. In a series of pregnancies occurring among 
women attending a fertility clinic (where the likelihood of 
overlooking spontaneous abortion was small) the abortion 
rate was 19.1% ; the sex ratio of the babies born was 107 
males per 100 females. Being so close to the general sex 
ratio at birth, it was reasonable to suppose that the abor- 
tion rate was not dissimilar from the general one. Had 
the latter in fact been only 10%, the sex ratio of the babies 
in this series should have been about 92 for a 19% abor- 
tion rate.—I am, etc., ~ 


London, W.C.1. G. I. M. Swyer. 


Sir,—For the research worker much of the interest of 
variation in the sex ratio of live births has derived from 
the possibility that it reflects variation in the ratio at con- 
ception. Since the sex ratio of live births is influenced by 
the incidence and sex ratio of foetuses lost as abortions and 
stillbirths, reasons have recently been suggested for doubt- 
ing whether this interpretation is correct." The composition 
of abortions and stillbirths by cause of death changes from 
month to month of gestation, and the various causes have 
different sex ratios. Indeed, it is not even certain that the 
sex ratio of the same cause of abortion and stillbirth remains 
constant throughout pregnancy—for example, the sex ratio 
of anencephalus (expressed as the percentage of males) 
increases from about 20 at 7 months to 40 at 9 months. 
It is therefore certain that variation in the sex ratio of live 
births in association with war, birth order, maternal age, 
and social class is influenced by changes in the incidence 
and composition of abortions and stillbirths, and it is 
possible that there are no corresponding changes in the 
ratio at conception. 

In view of these results the statement in your annotation 
(Journal, July 18, p. 142) that “ variations in the sex ratio 
at birth are due to variations in the composition of the birth 
orders forming the population” is clearly inadequate. And 
since birth order is only one of the variables with which 
variation in incidence and composition of abortions and 
stillbirths is associated, the statement is also inaccurate.— 


We are, etc., C. R. Lowe. 


Birmingham. THoMas McCKEOwN. 


. REFERENCE 
1 McKeown, T., and Lowe, C. R. (1951). Hum. Biol., 23, 41. 


A.C.T.H. in Delirium Tremens 


Sir,—Within the last few months I have had the oppor- 
tunity of treating two cases of delirium tremens with 
A.C.T.H. I am not aware of any similar published cases, 
though there may be many, but the results of treatment 
were so rapid and favourable in both cases that it might 
be worth while recording these. 


Case 1.—A man aged 30 years was admitted to hospital acutely 
delirious and with the usual hallucinations. The attack may have 
been precipitated by a wound, accidentally sustained, on the back 
of the right hand which severed one of the extensor tendons. 
In a few days, after treatment with sedatives, vitamin-B complex 
orally, and large doses of vitamin B, parenterally, the mental 
condition had considerably improved and it was decided to 
suture the cut tendon. He was anaesthetized with thiopentone 
intravenously and the operation was completed in 18 minutes. 
From this day the patient sank into a state of low muttering 
delirium; his temperature rose and ranged between 100° and 
103° F. (37.8° and 39.4° C.), and +e became completely disori- 
entated as to time and place. Blood films were negative for 
malarial parasites. He lay on his back and frequently reached 
forward with his hands, going through the “ rope-climbing ” 


movements which are said to be typical of serous “‘ meningitis ”” 
(wet brain). Lumbar puncture produced normal cerebrospinal 
fluid at a pressure of 110 mm. Penicillin, streptomycin, and 
sulphadiazine had no effect on the fever. 

Fourteen days after the operation and 20 days after admission 
to hospital, it was decided to try 20 units of A.C.T.H. every six 
hours. After two doses the mental condition had improved 
almost to normal, and in 24 hours he was perfectly sane. The 
temperature dropped to normal in 24 hours and convalescence 
was rapid after that. The A.C.T.H. was gradually reduced to 
5 units once daily, and this was continued for three days and 
then stopped. 

Case 2.—A woman aged 57 years was admitted to hospital in 
subacute delirium, completely disorientated as to time and place, 
restless and running a temperature. of between 98° and 100° F. 
(36.7° and 37.8° C.). After 24 hours she was given 40 units of 
A.C.T.H. every eight hours, and after one dose the mental con- 
dition was almost normal. Recovery was rapid and the patient 
was discharged in six days. The A.C.T.H. was stopped after 
por days, by which time it had been reduced to 20 units once 

aily. . 

The striking feature of these cases was the extremely 
rapid response to A.C.T.H. Case 1 was in a critical condi- 
tion, so much so that a relative had been notified and was 
about to fly out from England, but he responded to treat- 
ment almost as quickly as the other case. Twelve hours 
after the start of treatment he was able to speak intelli- 
gently on the telephone.—I am, etc., 

Georgetown, British Guiana. S. C. BETTENCOURT-GOMES. 


Malaria in Ex-Servicemen 


Sir,—Last year a number of attempts were made to draw 
the attention of practitioners to the possibility of malaria 
occurring in men recently returned from military service in 
the Far East.’ A steady stream of such cases with P. vivax 
(B.T.) malaria is still being admitted to the Hospital for 


- Tropical Diseases (U.C.H.), London. Unfortunately, owing 


to misdiagnosis, a proportion are unnecessarily ill on admis- 
sion here. Some give a history of fever for two months or 
more, having a haemoglobin between 50 and 60%, and 
spleens palpable well below the left costal margin. They 
have been treated for pyelitis, bronchitis, or gastro-enteritis. 
The majority have served in Korea. 

It should be realized that proguanil, which is issued daily 
to soldiers in malarial areas, is an excellent suppressive drug 
but not a causal prophylactic for B.T. infections. There- 
fore, if these men were taking it as ordered, they will give 
no history of a previous attack of malaria. The latent 
period is often long in the Korean cases. Six months or 
more may elapse between the stopping of proguanil and the 
onset of fever. 

If the possibility of malaria as the cause of fever in men 
who have served in the Far East is remembered, a positive 
blood ‘slide will establish the diagnosis, provided that no 
antimalarial drug has been given. It is with the hope of 
bringing this condition once again to the attention of general 
practitioners throughout the country that this letter is 


written.— We are, etc., ¢ A. F. KNyvetr. 
London, N.W.1. F. D. SCHOFIELD. 
REFERENCE 
1 Lancet, 1952, 2, 45, 288. 
Rubella 


Sir,—During the last two years I have seen three cases of 
German measles associated with “rheumatic” pains. All 
three were women, between the ages of 25 and 35 years. All 
three complained of pains in the eyes, which they felt on 
moving the eyes, thus suggesting that the origin of the pain 
was in the external ocular muscles. 

All three, however, did not recover immediately. One, 
a lady of about 27, was left with a pain in her left wrist 
joint, and she was referred to an orthopaedic consultant. 
His opinion was that this was a simple arthritis of infective 
origin. It did not respond to salicylates, but subsided even- 
tually. The second lady, aged 34, who was treated with 
salicylates as soon as German measles was diagnosed, was 
left with generalized rheumatic pains in her back, arms, and 
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legs. This went on, although gradually subsiding, for about 
seven months. The third lady, aged 32, who was also treated 
with salicylates, recovered completely in ten days. 

In J. J. Conybeare’s Textbook of Medicine’ there is the 
sentence: “ Neuralgic and ‘rheumatic’ pains and mild en- 
cephalitis have occurred as complications [of German 
measles].” I have never seen the encephalitis, but neck 
stiffness, due to occipital lymph node enlargement, together 
with pain on moving the eyes (not photophobia), did once 
suggest it. 

In allergic conditions, particularly in serum sickness, 
similar pains in the joints are encountered, which may 
persist long after the acute condition has passed off in one 
or in many joints. These pains are sometimes referred to 
as polyarthralgia, which, of course, describes the symptom 
but not the disease. 

For my part, I regard these phenomena as similar to 
those which we find in the beginning of the majority of 
infections. The pains are usually in the muscles, and it 
would appear that in the more severe conditions, lesions, 
presumably exudative, occur in the joints. In my experience, 
in German measles there is a tendency for the pains to 
persist for some months afterwards. Conybeare has it that 
a “multiple arthritis may occur in the course of many 
diseases, such as pneumonia, dysentery, scarlet fever, 
pyaemia, syphilis, gout, and typhoid.” Beaumont, in his 
book Medicine,? mentions that some authorities believe that 
focal sepsis produces “a chronic allergic state, which on 
stimulation results in acute rheumatism.” 

In my view, the similarity between the joint pains in serum 
sickness and those in German measles—and indeed many 
other infective conditions—should lead us to regard these 


phenomena as allergic—I am, etc., 

Barnard Castle. K. H. PICK WORTH. 
REFERENCES 

E. and S. Livingstone, Edinburgh. 

1953. 


1 Textbook of Medicine. 1949. 


* Medicine. J. and A. Churchill, London. 


Transverse Arrest of the Head 


Sir,—Although not wishing to prolong this correspond- 
ence, I think a few simple facts concerning Kielland’s forceps 
may call for emphasis. Dr. E. Parry Jones’s letter (Journal, 
June 6, p. 1278), which I read with great interest, is a notable 
account of the history of these forceps, but it taught me 
scarcely anything about their use that I did not learn nearly 
20 years ago. 
publication present-day British obstetrics is going to see a 
great surge back to Kielland’s, nor, indeed, will Dr. Parry 
Jones expect it ; they have a place, but essentially a limited 
one. So far as their use by general practitioners is con- 
cerned, surely comparatively few possess a pair, since their 
purchase would hardly be justified in domiciliary practice. 
I use my own pair quite rarely in spite of being very fond 
of them, and so far as I know I use them as aptly as most 
obstetricians. The method of application surely is very 
much a matter of personal preference. I do not care for 
the “wandering method,” but every craftsman differs 
slightly in his methods, and it seems rather pedantic for 
Mr. Bryan Williams (Journal, April 18, p. 865) to declare 
that “the classical method . . . is nowadays unnecessary,” 
though he may be assured I have always admired -him as 
a sound obstetrician. 

As a practising obstetrician I hope I shall be required to 
deal with transverse arrest of the head many more times, 
and I shall deal with each case slightly differently, as befits 
any artist loving his craft. I regard Kielland’s forceps as 
another trick in the bag of the experienced obstetrician, but 
I cannot quarrel with one of Professor Gilbert Strachan’s 


eminence when he wrote some years ago, “ The main indica-_ 


tion for their use is transverse arrest of the head . . . but 
this type of case is rare and can usually be treated by other 
methods, while the forceps are difficult to apply. There- 
fore, although they attracted some favourable attention when 
they were first introduced, their use has largely been aban- 
doned.”’—I am, etc., 

Liverpooi. H. VINCENT CORBETT. 

REFERENCE 
1 Textbook of Obstetrics, 1947, p. 630. London. 


I certainly doubt whether as a result of its - 


Generalized Actinomycosis with Possible Cardiac 
Involvement 


Str,—I read with interest the case reported by Drs. R. S. 
Savidge and D. M. Davies (Journal, July 18, p. 136). I note 
that a blood culture yielded a spore-bearing organism which 
was rejected as a contaminant. In the final sentence of their 
discussion they stress that in cases of doubtful pyaemia an 
unusual spore-bearer isolated from a blood culture should 
not be lightly disregarded. 

Had the spore-bearing organism from this patient’s blood 
stream been further investigated it would have been of but 
little assistance in arriving at the correct diagnosis, since 
Actinomyces bovis does not, of course, form spores.—I am, 
etc., 


London, S.E.1 KEVIN ANDERSON. 


Controlled Respiration and Apnoea in Anaesthesia 


Sm,—Drs. G. J. Rees arid T. C. Gray (Journal, July 11, 
p. 97) refer to an article by Cournand and his colleagues 
written in 1948.’ I think it only right to point out that 
this article refers to some experiments carried out on the 
cardiac output of 29 human subjects when exposed to various 
types of intermittent positive pressure breathing in the con- 
scious state, using respirators that “ followed the slightest 
breathing efforts of conscious patients.” 

Undoubtedly there was little disturbance of cardiac out- 
put when the correct type of intermittent pressure was used, 
but can it be assumed that these results apply equally well 
to the apnoeic, curarized patient ? They may give a sense 
of security to the anaesthetist who is using “assisted” 
respiration, but I should like to see some convincing results 
from experiments which measured the cardiac output during 
“controlled respiration” in the completely atonic, apnoeic 
patient. Further, the investigation should cover both cases 
with and without their chest cavities open, because I feel 
that the problem is different in the two types of case. We 
are all genuinely gratified (and perhaps sometimes surprised) 
to see how well thoracotomy cases do under modern anaes- 
thesia, but for other non-thoracic cases I must agree with 
Professor E. A. Pask (Journal, May 9, p. 1048) “ that there 
are critically ill patients who do better if they are allowed 
to breathe for themselves.” It might be as well to recall 
the generalization made by Dr. F. Prescott in 1947,’ that 
there was one maxim to be followed whenever a curarizing 
drug was used: Keep the patient breathing. Perhaps it is 
old-fashioned to try to keep to this maxim, but I would 
still strongly recommend its acceptance where possible, 
particularly by junior anaesthetists—I am, etc., 


London, N.18. G. S. A. KNOWLEs. 


REFERENCES P 
1 Amer. J. Physiol., 1948, 152, 162. 


2 Proc. roy. Soc. Med., 1947, 40, 596. 

Tic Douloureux 
Sir,—Dr. R. Wyburn-Mason’s article entitled ‘“ The 
Nature of Tic Douloureux” (Journal, July 18, p. 119) 


prompts me to correct a common terminological error 
which has arisen owing to the incorporation of the un- 
fortunate diagnostic label “ tic douloureux ” into the English 
language. The seemingly appropriate translation “ painful 
tic” is, in fact, incorrect and misleading. ‘“ Facial 
neuralgia” is preferable, since the condition is predomi- 
nantly a sensory disorder, and it avoids the use of the 
term “tic,” which has a specific definition completely un- 
related to facial neuralgia. 

The word “tic” has appeared in the French literature 
for the past 300 years to describe such characteristic motor 
phenomena as eye-blinking, nose-twitching, and head- 
flinging. It was first defined precisely by Meige and 
Feindel’ as: 

“*a co-ordinated purposive act, provoked in the first instance 
by some external cause or by an idea; repetition leads to its 
becoming habitual, and finally to its involuntary reproduction 








diac 


= % 
I note 
which 
f their 
lia an 
hould 


blood 
f but 

since 
I am, 


IN. 


ia 
r. ii, 
gues 
that 
the 
ious 
ron- 
itest 


yut- 
sed, 
vell 
nse 
d ” 
Its 
ing 
eic 








Aue. 8, 1953 


CORRESPONDENCE sige 341 





without cause and for no purpose, at the same time as its form, 
intensity, and frequency are exaggerated; it thus assumes the 
characters of a convulsive movement, inopportune, and excessive ; 
its execution is often preceded by an irresistible impulse, its 
suppression associated with malaise. The effect of distraction or 
of volitional effort is to diminish its activity; in sleep it disap- 
pears. It occurs in predisposed individuals who usually show 
other indications of mental instability.” 


It must be emphasized that no definition of tic includes 
any reference to a sensory component. A survey of the 
literature on tics and a detailed personal investigation of 
more than 70 tiqueurs has not revealed a single case of 
pain accompanying true facial tics. Hence the expression 
“ painful facial tic” 
employs is incorrect. 

Dr. Wyburn-Mason states that spasms of painful facial 
tic are often accompanied by flickering or twitching of the 
facia] muscles or may be associated with facial palsy or 
spasm (p. 120). The facial movements to which he refers 
are not true tics. As Wilson’ has pointed out, tics and 
muscle spasms are not synonymous, and even the use of the 
term habit spasm as an alternative for tic is not strictly 
accurate, for the same reason. These points will be discussed 
more fully in a future publication. : 

In the interests of precise scientific definition a plea is 
made to reject the incongruous historical term ‘“ tic 
douloureux” and to substitute the more accurate English 
equivalent “ facial neuralgia.”—I am, etc., 


Liverpool. Davip M. ZAUSMER. 


REFERENCES 


1 Tics and Their Tréatment, 1907. Appleton, London. 
2 Neurology, 1940. Arnold, London. 


Fluoridation of Water 


Sir,—In your otherwise excellent leading article on the 
above subject (Journal, July 11, p. 88) you appear to suggest 
that diet is more important than “ fluoridation” in con- 
nexion with the control of dental caries. But is it possible, 
short of another major war, to change the confirmed dietetic 
habits of the population? Our American friends certainly 
do not think so. The British public are certainly more long- 
suffering, but experience hardly suggests that even they are 
likely to change in favour of a reduced sugar intake and a 
higher extraction rate of flour for their daily bread. 

Is it not rather that diet and fluoridation are two comple- 
mentary factors both highly desirable in themselves ? 
Fluoridation helps to build a more resistant tooth enamel 
and a self-cleansing diet reduces the power of the attack. 
In this connexion I would like to draw attention to an 
article by Dr. R. Weaver, of the Special Services Branch of 
the Ministry of Education.’ 

In this he compared the results of two surveys which he had 
carried out on 500 5-year-old children and 500 12-year-old 
children in both North Shields and South Shields in 1943 and 
1949. In North Shields the fluorine content of the water supply 
is negligible, whereas at South Shields at that time it contained 
1.4 parts per million of fluorine. The figures expressed in terms 
of decayed, missing, and filled teeth speak for themselves. In 
North Shields the average D.M.F. figure for the 5-year-olds had 
fallen from 6.6 in 1943 to 4.4 in 1949, and for the 12-year-olds 
from 4.3 to 2.4. In comparison in South Shields, the natural 
fluorine area, the figures for 5-year-olds were 3.9 in 1943 and 3.4 
in 1949, and for the 12-year-olds 2.4 and 1.3 respectively. These 
figures show that the dental caries inhibiting factor of fluorine 
was reinforced by the more rigorous diet of wartime conditions 
but still showed nearly 50% better figures as far as the permanent 
teeth were concerned. What is even more striking is that in 
South Shields there was between five and six times less decay 
in the upper incisor teeth than in North Shields. 

In your editorial reference is also made to the Report of 
a Select Committee of the House of Representatives to 
Investigate the Use of Chemicals in Drugs and Foods, 1952. 
It might also have been pointed out, as indeed the mission’s 
report does, that, in spite of the Select Committee’s some- 
what cautious conclusions, fluoridation of the water supply 
of Washington, D.C., itself was started shortly after the 
publication of its report. 


which Dr. Wyburn-Mason frequently ' 


As regards possible long-term toxic effects of the daily 
ingestion of small quantities of fluorine, Colorado Springs is 
looked upon as a well-known health resort. The fluorine 
content of its water supply is 2 parts per million.—I am, etc., 


Exeter. JEFFREY FLETCHER. 


REFERENCE 
1 Brit. dent. J., 1950, 88, 231. 


The Judet Operation 


Sir,—I have read with interest the comments of Mr. A. 
Webb-Jones (Journal, April 25, p. 935) and of Mr. T. M. 
Hennebry (Journal, May 23, p. 1166) regarding pain follow- 
ing the Judet operation. Some pain may follow any type 
of arthroplasty of the hip-joint whether carried out by the 
Judet or by the Smith-Petersen method. Though the former 
operation appears largely to have superseded the latter, at 
least for the present, it seems dubious if there is much to 
choose between the final results. Subsequent pain may be 
due to a variety of causes, of which I would suggest the 
following as being the more important. 


Muscular Insufficiency.—If the operation is carried out on a 
person whose muscles are weak on account of poor physique, 
advanced age, atrophy from long-standing stiffness or disuse, or 
on one who is ill-adapted to co-operate in after-treatment, subse- 
quent ambulation imposes an undue strain on these muscles, with 
resulting pain. This usually passes off in time as tone is re- 
gained, but some selection of patients is necessary. Those with 
poor muscles that are unlikely to improve may be better served 
by arthrodesis. 

Post-operative Periarthritis.—Post-operative wound infection or 
“* sub-infection ”’ may cause fibrosis and painful stiffness. This 
may yield to manipulation, but a new operation may be needed. 
Fibrosis and painful stiffness may similarly be caused by unsatis- 
factory haemostasis at operation. If haemostasis cannot be made 
complete by ligature, diathermy, or coagulating substances, the 
wound should be drained. Bone chips and bone dust are potent 
causes of aseptic inflammation and fibrosis, and these must be 
completely removed. Digital exploration is the most effective 
means: if cotton gloves are placed over the rubber gloves at 
this stage of the operation, the rubber gloves are protected from 
puncture, and the use of a layer of cotton may mitigate the 
opposition of those who regard any departure from a rigid “ no- 
touch technique” as anathema. I have reoperated upon patients 
in whom the capsule has been so impregnated with bone dust 
from reamers that it resisted a scalpel and had to be cut with 
an osteotome. 

Subluxation Subluxation is due to failure adequately to 
deepen the acetabulum, a point of detail so often emphasized 
by Dr. Smith-Petersen. It stretches the rotators and produces 
pain in the groin. It can readily be recognized by taking an 
x-ray picture while the affected hip is bearing weight. 

No Capsulectomy.—Complete capsulectomy is not usually 
considered to be essential routine in the Judet operation, but if 
not carried out where indicated the result is likely to be disap- 
pointing. Some arthritic hip-joints have very thick rigid capsules 
which contribute largely to the stiffness, and removal of such 
obstacles to movement is imperative. 

Venous thrombosis and thrombophlebitis. 


Finally, I would agree with Mr. Hennebry’s remarks re- 
garding the obsolescence of displacement osteotomy. This 
operation has no advantages over simple abduction 
osteotomy with nail and plate, which is occasionally indi- 
cated in cases with reasonable movement where there is 
marked distortion with coxa vara and also adduction 
deformity. Simple abduction osteotomy is less mutilating 
and can more readily be followed by arthroplasty at a later 
date if needed.—I am, etc., 

Melbourne, Australia. 


Post-mortem Examinations 


Sir,—I do not know whether Dr. C. F. J. Baron, H.M. 
Coroner for Surrey (Journal, July 18, p. 152), is being 
facetious in accusing me of inaccuracy in my letter (Journal, 
July 4, p. 44). I hope he is not providing an excuse for 
by-passing the direction in Rule 4, paragraphs 1 and 2(b), of 
the Goroners Rules, 1953. Rule 4 is long, and for brevity’s 
sake I did not quote it all. No one expects the impracticable 
to be done. The Coroner (through his officer) and the 


F. V. STONHAM. 
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doctor decide when the necropsy will be done having regard 
to all the circumstances, and the general practitioner is then 
informed. If the general practitioner asks for a different 
time that is arranged if practicable.—I am, etc., 


Worthing. W. O. Pitt. 


*.”Paragraph 4 (1) of the Coroners Rules, 1953, reads as 
follows : “Where a coroner directs or requests a legally 
qualified medical practitioner to make a _ post-mortem 
examination, the coroner shall inform the persons and 
bodies set out in paragraph (2) of this Rule of the date, 
hour and place at which the examination will be made, 
unless it is impracticable to inform any such persons or 
bodies or to do so would cause the examination to be 
unduly delayed.” Paragraph 4 (2) of the Rules reads : 
“The persons and bodies to be informed by the coroner are 
as follows: ...(b) the deceased’s regular medical 
attendant; .. .”—Epb., B.M_J. 


Cancer and the Public 


Sir,—Lord Horder in his letter (Journal, July 18, p. 148) 
concerning cancer education states that “there are opposing 
views among medical men and laymen.” This is undoubt- 
edly true, but after many years’ experience of such education 
1 am convinced that if a questionary were sent to laymen 
and laywomen it would be shown that an overwhelming 
majority are in favour of cancer education. This conviction 
is further strengthened by the work I am doing in York- 
shire. 

Recently the Yorkshire Council of the British Empire 
Cancer Campaign decided to try to assess the value of 
cancer education in York, Hull, and the East Riding (Scar- 
borough about to be included). To carry this out, inform- 
ation concerning the symptoms “ suggestive of the accessible 
cancers” is being distributed by means of lectures, pamph- 
lets, etc., and the results will be judged by any change in 
the delay that occurs between such symptoms being noticed 
and the doctor visited, also by the number of early-stage 
cases of cancer arriving at the hospitals. Statistics of these 
symptoms and the number of early-stage cases of cancer 
are being collected in ten hospitals in the area. 

When the work first started, I wrote—after obtaining the 
co-operation of the local authorities—to every general 
practitioner and consultant in the area. I asked if they 
would co-operate in the investigations (a) by filling in a 
special printed letter giving the “delay figure” whenever 
they send a patient to hospital complaining of any symp- 
toms which the public are being taught should be reported 
without delay, and (b) by volunteering to give lectures. 
Of the 247 general practitioners written to, 129 (52.2%) 
replied. Of the 129, 128 agreed to fill in the letter, one 
refused, and 33 have volunteered to give lectures, the latter 
number including some consultants. Many of the consul- 
tants answered through their hospital committees, which 
have agreed to co-operate. 

It will take two or three years before sufficient statistics 
are available to show whether education has diminished 
the delay in reporting symptoms suggestive of the accessible 
cancers—symptoms of other cancers are not taught—and 
the area may have to be enlarged before enough cases of 
accessible cancers can be collected to judge whether the 
number of early-stage cases has increased. “ Knowledge 
is the antidote to Fear” (Emerson).—I am, etc., 


York. MALCOLM DONALDSON. 

Sir,— May I suggest that the good which is likely to come 
of educating the public in cancer may be estimated by com- 
paring the cancer mortality in doctors, nurses, and the lay 
public ? It may be that doctors and nurses have advantages 
besides education over the lay public, and the lower mortality 
in the educated groups would not necessarily be an argu- 
ment, for education of the public. If, on the other hand, 
the mortality is not significantly lower in the educated 
groups there can be very little argument in favour of a 
campaign to educate the public.—I am, etc., 


London, W.1. JOHN GARDHAM. 


Obituary 





MERVYN H. GORDON, C.M.G., C.B.E., D.M., F.R.S. 


Dr. Mervyn Henry Gordon, whose death on July 26 at 
the age of 81 was briefly recorded in last week’s Journal, 
was one of the outstanding bacteriologists of his day. 
His whole working life was passed at St. Bartholomew's 
Hospital, where he worked in the bacteriological labora- 
tories for nearly fifty years, living for a long period in 





‘ High Holborn to be near his work. After his official 


retirement in 1937 he remained consulting bacteriologist 
to the hospital. 

Mervyn Henry Gordon was born on June 22, 1872. 
His father was Canon H. D. Gordon, rector of Harting, 
in Sussex, and his mother 
was a daughter of the cele- 
brated Dean Buckland. 
From Marlborough Col- 
lege he went oh to Keble 
College, Oxford, and then 
to St. Bartholomew’s to 
study medicine. He gradu- 
ated B.M., B.Ch. in 1898, 
and proceeded M.D. in 
1903, having taken the 
degree of B.Sc. two years 
earlier. 

Gordon was appointed 
to the staff of the patho- 
logy department at Bart’s 
soon after qualification, 
and it was not long before 
his name came to be 
known for original work 
of the most enterprising kind. His first major achieve- 
ment was a study of the aerial transmission of bac- 
teria suggested by the work of Fliigge; this led him 
to practical experiments not only within the walls of 
his own ‘institution but in no less august an environ- 
ment than the Debating Chamber of the House of 
Commons, where his advice was sought about improved 
ventilation. He established the recovery of salivary 
streptococci from air as an indicator of aerial pollution 
from the mouth and throat, and it is a pity that the 
findings of this extensive and ingenious study are buried 
in Blue books which must long have been unobtainable. 

Streptococci were among his favourite bacteria, and 
at an early stage he sought to distinguish the strepto- 
coccus of scarlet fever from others; his later work 
on the serological classification of Str. pyogenes ante- 
dated that of Griffith and Lancefield by ten years, and 
laid the foundations for it. With Andrewes and Horder 
he made a systematic study of the characters of strepto- 
cocci generally, on which their present broad classifica- 
tion into the principal species is still based. The 1914- 
18 war provided the opportunity for the work by which 
he will be remembered longest, a widely comprehensive 
study with Glover and Hine of the epidemiology, diag- 
nosis, and serotherapy of cerebrospinal fever, in the 
course of which distinct serological types of the men- 
ingococcus were defined for the first time. The material 
for this study was largely provided by epidemics in 
Army barracks. He had been appointed an original 
member of the Army Pathological Advisory Committee 
in 1909, and he continued to serve on the committee 
for many years. From 1915 to 1919 he was consulting 





[Walter Stoneman, London. 
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bacteriologist to the Army, being given the honorary 
rank of lieutenant-colonel. For his services he was 
appointed C.M.G. in 1917 and C.B.E. in 1919. 


In 1923, the year before he was elected F.R.S., he 
resigned his appointment to the hospital and teaching 
staff at Bart’s and became a whole-time research worker, 
at the same time abandoning the study of bacteria for 
that of viruses. His first effort in the new field was an 
extremely thorough restudy of the properties of the 
virus of vaccinia, the results of which are embodied in 
a Medical Research Council report which is now a 
classic. He also succeeded for the first time in trans- 
mitting mumps to the monkey, and took part in the 
work on psittacosis which followed the discovery that 
this was a virus disease. In 1929 an opportunity pre- 
sented itself to organize a team of workers to investigate 
the aetiology of Hodgkin’s disease ; this research was 
supported by the Rose bequest, of which funds had 
accumulated which were only to remain available for 
this purpose for a limited period. Gordon’s enthusiasm 
for this project communicated itself to the clinical staff 
at Bart’s, under whose care many patients with Hodg- 
kin’s disease and other reticuloses were admitted to the 
hospital, furnishing the material for valuable histological 
studies as well as for those aimed more directly at 
discovering the cause of the disease. 


The report on this work, a book entitled The Rose 
Research on Lymphadenoma, may have puzzled some 
of its readers, since some chapters deal with hypotheses 
now known to have been false. Gordon’s belief about 
this problem passed through several phases, buf crystal- 
lized eventually into a firm conclusion that the caus- 
ative agent was a virus. He observed incidentally that 
a peculiar form of ataxia, not further transmissible, is 
produced in rabbits by intracerebral inoculation with 
affected tissue, and this is widely known as the “ Gordon 
Test.” Later observations showed that any material 
containing eosinophils will produce the same effect. The 
viral hypothesis rested mainly on the demonstration of 
elementary bodies, “ E.B.s” as he almost affectionately 
called them, in tissue from patients. Where this eventu- 
ally led him may be gathered from the paper by him 
which appeared in this Journal no longer ago than 
April i8 (p. 860). Later he believed that he had incrim- 
inated a virus as the cause of fibrositis and acute rheu- 
matism, and he also interested himself in the possible 
part played by viruses in the aetiology of cancer. 


Gordon was twice vice-president of the Section of 
Pathology and Bacteriology at Annual Meetings of the 
B.M.A., and in 1938 he was president of the Section. 
He also served on a number of B.M.A. committees, 
including the Committee on Research, Causes, and 
Treatment of Arthritis and the Vaccination and Im- 
munization Subcommittee. In 1936 the honorary degree 
of LL.D. was conferred on him by the University of 
Edinburgh. 

Gordon was a giant in his earlier days, and did mag- 
nificent work despite multifarious duties as a teacher 
and hospital bacteriologist. At that time he not only 
examined many specimens, but took the liveliest interest 
in the patients from whom they came. Some time after 
he became a pure research worker the methods to 
which he was accustomed may be said to have failed 
him for the more difficult and ambitious projects with 
which he was then faced, and the more refined tech- 
niques by which viruses are now studied were developed 
at a time in his career when few men can adjust them- 
selves to a fresh approach. 


As a man he was the most selfless and devoted 
worker his friends have ever known. He had no 
interest in money and very little in honours; apart 
from a fondness for old books and a leaning towards 
archaeology, he seemed to have no interests outside his 
work. The simplicity of his life is illustrated by the 
fact that he used to buy sixpenny ties from barrows in 
the Farringdon Road—these were also a hunting-ground 
for old books—and give them an hour in a paraffin oven 
to rid them of any possible vermin. His work was 
everything to him, and the enthusiasm with which it was 
pursued was an inspiration. He handled cultures in a 
delicate and almost loving way, and delighted in good 
microscopic preparations. His enthusiasm was not only 
for his own work, but for that of others, however ele- 
mentary or unimportant. His junior colleagues, from 
whom he suffered endless interruptions in quest of his 
advice, owe him an inestimable debt for the care and 
kindliness with which he went into their problems. Visi- 
tors to his laboratory were all the more numerous 
because he was a most entertaining talker, with an inex- 
haustible stock of anecdotes, told with immense gusto. 
No one who heard him will forget the officer with a 
chancre to whom he showed his spirochaetes wriggling 
under dark ground illumination—*. . . the fellow was 
absolutely delighted ’—or the officer with beautiful new 
riding boots which disintegrated as he walked away 
from Millbank after a new antiseptic had been tried on 
him in the steam inhalation chamber for treating men- 
ingococcus carriers. The high lights of his description 
of experiments in the House of Commons were the fre- 
quent recovery of a characteristic streptococcus from 
the mouth of a certain Cabinet Minister in plates ex- 
posed in the Ladies’ Gallery, and the smoke test during 
which a policeman in the lobby was only just prevented 
from summoning to Westminster every fire-brigade in 
London. His stories—and stories about him—still 
abound. No one at Bart’s for many years has inspired 
or deserved greater affection. 

In 1916 Gordon married Mildred Olive, daughter of 
Sir William Power. She predeceased him by four 
months, and they had no children.—L, P. G. 


R. O. MOON, D.M., F.R.C.P. 


Dr. R. O. Moon, a distinguished and scholarly member 
of the older generation of London consultants, died 
after a short illness at Wallingford, Berkshire, on July 28 
at the age of 88. 

Robert Oswald Moon was born in London on March 
17, 1865. From Winchester he went on to New College, 
Oxford, where he read “ Greats.” When he began his 
medical training at Guy’s Hospital he was rather older 
than most of his fellow students, and he qualified in 
1896 at the age of 31. He took the degrees of B.M., 
B.Ch., and the diploma of M.R.C.P. in 1899, proceeding 
to the D.M. a year later. In, 1909 he was elected 
F.R.C.P., and he was assistant registrar at the College 
from 1926 to 1933. Throughout his long life Moon 
displayed a remarkable energy and enthusiasm for the 
object immediately in hand. Shortly after he qualified 
the urge to serve a worth-while cause took him out to 
the Balkans, where he worked as a surgeon to the Phil- 
Hellenic Legion in the Graeco-Turkish War of 1897; 
and he had hardly obtained his degrees in medicine 
before he was abroad again, this fime to take part in 
the war in South Africa in 1900 as a trooper in the 
Hampshire Yeomanry. In 1901 he was appointed a civil 
surgeon to a field force, with which he went into action, 
being mentioned in dispatches. 
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After returning to London he became clinical assistant 
at the National Hospital for Nervous Diseases, and at 
the Hospital for Sick Children, Great Ormond Street. 
Later he decided to specialize in diseases of the heart, 
and was appointed to the honorary staffs of the National 
Hospital for Diseases of the Heart, the Royal Waterloo 
™ Hospital, and the Western 

General Dispensary. In 

1914 war again interrupted 

his work, and early in 1915 

he was back in the Balkans 

acting as medical officer to 

Lady Paget’s Hospital at 

Skoplje. Falling a victim 

to typhus fever, he re- 

turned to/England, and in 

1916 he described his ex- 

periences as a patient in 

his Chadwick Lectures in 
that year. In the follow- 
ing year he entered the 

R.A.M.C. as a major. 

In the ensuing years he 
continued to serve on the 
staffs of the National Hos- 

pital for Diseases of the Heart and the Royal Waterloo 
Hospital, and built up a consulting practice in Wim- 
pole Street. He often took part in discussions at the 
Royal Society of Medicine, where he was president 
of the Section of the History of Medicine and 
St. Cyres lecturer in 1937, and he contributed many 
articles on this specialty to this and other journals, 
besides being the author of two books on cardiology, 
The Prognosis and Treatment of Diseases of the Heart 
(1912) and The Growth of Our Knowledge of Heart 
Disease (1927). His interest in the classics led him to 
a study of Hippocrates, Galen, and other early medical 
writers, and in the FitzPatrick Lectures which he gave 
before the Royal College of Physicians in 1921 and 
1922 he discussed Hippocrates and his successors in 
relation to the philosophy of their time. He was also 
an authority on Goethe, and published a translation of 
Dichtung und Wahrheit in 1932 and also of Wilhelm 
Meister. In 1938 he translated the autobiography of 
Goethe’s friend, Jung Stilling. Other books of which he 
was the author were The Relation of Medicine to Philo- 
sophy (1909)—a subject which always interested him— 
and Medicine and Mysticism (1934). 

A well-known member of the Reform Club, Moon 
made several unsuccessful efforts to obtain a seat in 
Parliament as a Liberal. In his attitude to life he had 
a certain toughness that served him well in his early 
adventures. He was never seen to wear an overcoat, and 
he enjoyed good health until his fatal illness. He married 
Ethel, daughter of General Waddington, and had one 
son and four daughters. His wife died in 1933. 


We are indebted to Sir ArTHUR MACNAa tty for the fol- 
lowing appreciation: For Robert Oswald Moon I have 
always had great affection since the far-off days when he 
used to take me on cycling expeditions in the country round 
Winchester. When I came to London as a medical student 
I often visited him at his house in Green Street—he was 
then in consulting practice—and we had talks together on 
the classics, Goethe, medicine, and many other subjects. 
Moon first contemplated entering the diplomatic service 
after taking “‘Greats” at Oxford. To that end he was 
proficient in French and German, and well read in both 
languages, becoming an authority on Goethe and Heine. 
He took up medicine later in life and specialized in diseases 





[Elliott and Fry, London 


of the heart. Two other fields of action attracted him— 
politics and military service. In politics he was unfortunate, 
for as a Liberal he was given entrenched Conservative seats 
to fight. In war he won distinction. As a student he inter- 
rupted his studies at Guy’s Hospital for the Graeco-Turkish 
war. 1 saw him ride forth from Winchester as a trooper 
in the Imperial Yeomanry to the South African War. When 
it was discovered he was a doctor, authority transferred him 
to the R.A.M.C. In the first world war he nearly died 
of typhus in Yugoslavia. He spoke to me of his disappoint- 
ment in not going on active service in the second world 
war. He was accepted as a medical volunteer for the ex- 
pedition to Finland, which was abandoned subsequently. 
His trim figure with pointed beard reminded one of the 
Elizabethan heroes, and in his distinguished career, like 
some of them, he was a mixture of the scholar-philosopher 
and the man of action. In life he fought a good fight in 
more senses than one, and was a skilled and sympathetic 
physician, a learned medical historian, and a good friend 
to many. 


JAMES M. WYATT, M.B., F.R.C.S., F.R.C.O.G. 


Obstetrics and gynaecology in this country has lost a 
noteworthy figure in the death of James Wyatt, which 
took place on July 31 in St. Thomas’s Hospital after a 
short terminal illness, though he had been in indifferent 
health for a long time. It was only his strength of 
character and pertinacity in the face of great physical 
handicaps which had kept him going for the last few 
years. He died in the hospital in which his entire 
career had been spent, from his entrance there as a 
student $3 years ago to his final eight years as consult- 
ing obstetrician. There he had taught generations of 
medical students and pupil midwives, and had estab- 
lished his reputation as one of the foremost obstetricians 
and gynaecologists of his time. 

James Montagu Wyatt was born in 1883, one of a 
large family, all of whom achieved distinction in their 
various ways. His father, Thomas Henry Wyatt, was 
a senior Civil Servant at the War Office. James Wyatt 
went to the Merchant Taylors School, and from there 
in 1900 to St. Thomas’s, where he was a distinguished 
student both in the field of sport and academically, 
winning prizes in obstetrics and gynaecology. After 
qualifying in 1905 he passed through the various resi- 
dent, registrar, and tutor appointments in the specialty 
which he had decided to take up both at St. Thomas’s 
and at Queen Charlotte’s Hospitals. In 1910 he took 
the F.R.C.S., and in the following year graduated 
M.B., B.S. (London). It was then that his very success- 
ful career began with his appointment to St. Thomas’s 
Hospital as obstetric physician to out-patients, and later 
as gynaecologist to the Grosvenor Hospital for Women. 
His colleagues were John Fairburn and J. P. Hedley, 
and for many years they formed an excellent team. 
During the first world war Wryatt’s career as a 
gynaecologist was interrupted when he served in the 
R.A.M.C., T., as a surgeon to the 5th London General 
Hospital. He was also medical officer in charge of a 
hospital for officers run by Lady Ridley at her home in 
Carlton House Terrace. After this military diversion 
he returned to St. Thomas’s as obstetric physician and 
lecturer in midwifery and diseases of women, and eventu- 
ally in 1936 on the retirement of J. P. Hedley he became 
senior obstetric physician. As a teacher he was in his 
element, for he was able to hold the attention of his 
audience by his effective presentation of his subject com- 
bined with a pleasant touch of dry humour. Besides his 
hospital work Wyatt also had an extensive private con- 
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sulting practice in Queen Anne Street and later in Harley 
Street. 

The second world war again greatly interfered with 
his professional life, but he devoted himself whole- 
heartedly to the welfare of his hospital and medical 
school. He was responsible for much of the organiza- 
tion behind the move of St. Thomas’s down to Surrey, 
and he was himself warden of the Manor House, 
Godalming, where a large number of students were in 
residence. With the return of the medical school to 
London in 1946 he retired from the active staff of the 
hospital three years after the usual retiring age, but he 
became an active member of the governing bodies of 
St. Thomas’s, Queen Charlotte’s, and the Chelsea Hos- 
pital for Women. 

Wyatt was a leading spirit in the foundation of what 
afterwards became the Royal College of Obstetricians 
and Gynaecologists in 1929, and was one of its original 
Fellows. He was vice-president of the College in 
1946-9, and also served as a member of the Fellowship 
Selection Committee and of the Examination Committee, 
of which he was chairman in 1947-9. The Section of 
Obstetrics and Gynaecology of the Royal Society of 
Medicine knew him as a very prominent member, and 
at one period no important discussion in that Section 
was complete without some contribution from Wyatt. 
He entertained his fellow members on one occasion by 
describing how he had acted as accoucheur to a 
chimpanzee at the Zoo. For many years he was 
chairman of the Children’s Sanatorium at Holt, 
Norfolk. He served the Universities’ of Oxford, 
Cambridge, London, and Manchester, and the Con- 
joint Board as examiner in midwifery and diseases of 
women. 

Retirement from active hospital work in 1946 meant 
for him an extension of activity in wider fields. From 
1947 to 1952 he served as representative of the Royal 
College of Surgeons on the Central Midwives Board. 
When the South-west Metropolitan Regional Hospital 


Board was constituted he was from the first a very active | 


member, putting in arduous duty in his zeal to bring the 
hospital service under the National Health Service Act 
safely through the perils of parturition. He was an 
indefatigable committee man, and once, counting up the 
committees of which he was or had been a memberf he 
found that they came to nearly 40. 

Wyatt was a bachelor and was able to devote much 
of his time to the welfare of his students, being particu- 
larly interested in the amalgamated clubs at St. Thomas’s. 
He was president of the Rugby Club for many years, 
and in this capacity he will be remembered with grati- 
tude by a great number of St. Thomas’s men. The 
Rugby tours based at the Watch House at Mevagissey 
are the treasured memory of hundreds. He was a 
generous host and a kindly friend, and his help and 
advice were always sound and invaluable. His jovial 
laugh and ability to join in with everyone were char- 
acteristic of his geniality. It was typical of his generosity 
that he lent his lovely house at Mevagissey to many for 
honeymoons, holidays, or convalescence. Among his 
other great interests was amateur boxing, and he was 
president of the Amateur Boxing Association for ten 
years, being responsible for much of the organizational 
work which preceded the Olympic Games at Wembley 
in 1948. 

James Wyatt was a happy man, devoted to his work, 
his patients, his family, and his students. He will be 
remembered with respect and love by them all. 


~ 


MARGARET C. TOD, M.B., F.R.C.S.Ed., F.F.R. 


Miss Margaret Tod, deputy director of the Christie 
Hospital and Holt Radium Institute, Manchester, died 
at her sister’s home in Edinburgh on July 26, aged 60, 
after a long illnéss borne with the utmost courage in 
the full knowledge of the inevitable outcome. 

Margaret Christine Tod began the study of medicine 
comparatively late, for during the first world war, after 
training as a V.A.D. and in physiotherapy, she opened 
a naval auxiliary hospital with the consent of her 
father, Mr. T. W. Tod, at her home in Corstorphine, 
and for four years worked practically single-handed, 
dealing with patients referred to her by Mr. C. P. G. 
Wakeley (now Sir Cecil Wakeley), then a young naval 
surgeon at South Queensferry. The patients were mainly 
suffering from injuries to bones and joints, and she soon 
learnt to handle them in a manner now recognized as 
rehabilitation. She continued this work for four years, 
at the end of which time she was appointed an Associate 
of the Royal Red Cross, an honour which she greatly 
prized. 

She began her medical studies at Edinburgh Univer- 
sity in 1919, graduating M.B., Ch.B. in 1924 with first- 
class honours, and being awarded, among many other 
prizes, the Ettles scholarship and Leslie gold medal for 
the most distinguished student of the year, this being 
the first occasion on which this prize was gained by a 
woman. After holding resident posts at Bruntsfield 
Hospital for Women and the Royal Hospital for Sick 
Children, and visiting clinics in the United States, she 
became F.R.C.S.Ed. in 1926. Further postgraduate 
work followed, and in 1927 she was appointed honorary 
assistant surgeon at Bruntsfield Hospital, and later she 
acted for a short time as temporary assistant surgeon 
at the Royal Hospital for Sick Children. 

After a short period of practising surgery, Miss Tod’s 
interest gradually turned to the treatment of malignant 
disease, and she accordingly took the diploma of radio- 
logy in Edinburgh in 1936, at the same time working 
in the radiology department of the Royal Infirmary, 
where she developed the newly established follow-up 
clinic of malignant cases. After gaining her diploma 
she worked with the late Mr. J. J. M. Shaw at the Beech- 
mount Annexe to the Royal Infirmary, where radio- 
therapy was then carried out, being appointed honorary 
associate assistant surgeon. In 1937 she obtained the 
post of deputy director, under Dr. Ralston Paterson, to 
the Christie Hospital and Holt. Radium Institute in 
Manchester, and for the past fifteen years had worked 
there with great distinction, gaining an international 
reputation in radiotherapy. She was the author of a 
large number of papers in this specialty, and latterly 
undertook several visits, sponsored by the British 
Council, to South America, to Italy, and to Austria, for 
the purpose of furthering the knowledge of modern 
methods of radiotherapy in these countries. 

In 1945 she was appointed a member of the Radium 
Commission, and for the last eighteen months of its 
existence she acted as secretary to this body. She was 
a Fellow of the Faculty of Radiologists, and at the 
time of her death was editor of the Journal of the 
Faculty of Radiologists and secretarv of the Radiology 
Section of the Royal Society of Medicine. In 1951, in 
recognition of her distinguished work, she-was awarded 
the Réntgen medal by the British Institute of Radiology. 

Dr. GERTRUDE HERZFELD writes: Peggy Tod was a 
woman of outstanding character and ability, and her loss 
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will be deeply felt by a wide circle of friends in Edinburgh, 
in Manchester, in Europe, and in South America. Behind 
a modest and unassuming manner she hid a firm determina- 
tion to give of her best in her medical career. She was 
a staunch and loyal friend, honest and sincere, and showed 
her generosity on many occasions when she helped some of 
her colleagues who were less well off than she, though her 
gifts were invariably anonymous. She was a delightful 
companion, very hospitable, and enjoyed taking her friends 
through her lovely gardens and woods in Corstorphine, 
surrounded by Shetland sheepdogs, which she bred for 
many years. She was widely read, very musical, and inter- 
ested above all in human beings. Her loss will be widely 
felt, and we extend our sympathy to her sister, who nursed 
her so devotedly, and to her nephew. 


T. B. SELLORS, MD. 


Dr. Thomas Blanchard Sellors died suddenly at his 
home in Chesham on July 22 at the age of 80. He led 
a full and valuable life, being regarded by his many 
friends as a fine example of the family doctor. Born 
in Warwickshire on August 21, 1872, he was educated 
at King Henry VIII School, Coventry, and studied 
medicine at the Middlesex Hospital. After qualifying 
in 1898 he entered general practice in South London. 
Some years later he moved to Westcliff-on-Sea, then a 
small seaside resort, and worked there for thirty years 
before retiring to Berkhamsted just before the second 
world war. During the war he returned to practice, 
and up to the time of his death never relinquished his 
interest in medicine and in his old patients. Though 
primarily a family general practitioner, he made a 
specialty of dermatology, which led to his being ap- 
pointed as physician to the Victoria Hospital, Southend, 
and for many years he acted as clinical assistant to Dr. 
Harry MacCormac at the Middlesex Hospital, where he 
maintained a friendship with those members of the 
consulting staff whom he first knew in his student days. 
The recent death of Victor Bonney caused him con- 
siderable sorrow. 

Throughout his career his ability as a teacher was well 
recognized, and he spent many hours lecturing and exam- 
ining for the St. John Ambulance Brigade and the 
British Red Cross Society. He was also a divisional 
medical officer of the National Fire Brigades Union. 
During the early days of the first world war he was 
instrumental in training a Voluntary Aid Detachment 
which proved of yeoman service in staffing a hospital, 
and from 1916 to 1918 he served in France as a captain’ 
in the R.A.M.C. Shortly after demobilization he took 
the degree of M.D. at Durham University. In 1944 he 
was appointed an Officer of the Order of St. John of 
Jerusalem. 

An active member of the British Medical Association, 
he was president of the Essex Branch in 1931-2. His 
enthusiasm for Freemasonry lasted until the time of his 
death, and he contributed several works on the historical 
aspects of the subject. In his younger days he was a 
keen cricketer and played until well into middle age, 
while in later years he enjoyed fishing and playing 
bowls. The classics and a study of church architecture 
occupied much of his holidays, and were absorbing 
relaxations to him after retirement, but these were only 
part of his diverse interests, which covered motoring, 
gardening, and carpentry. Indeed, there was little that 
he could not claim as a hobby. 

By his first wife, Anne McSparron, who died in 1943, 
he had a son, Mr. T. Holmes Sellors, the well-known 
thoracic surgeon, and a daughter. His second wife, 


Mary Edwards, was principal matron of Princess Mary’s 
Royal Air Force Nursing Services, and to her our deepest 
sympathy is extended. 

We are indebted to Sir GorDON GorDON-TAYLOR for the 
following appreciation : The death of Dr. Tom Sellors in 
his 81st year brings to mind a group of general practitioners 
of the very highest type whose sphere of activity lay in 
the Southend-Westcliff area, and of whom he must have 
been one of the last survivors. Of West of Scotland stock, 
he received his medical education at the Middlesex Hospital, 
and throughout his professional life was an almost constant 
attendant in the dermatological clinics of the late Dr. J. J. 
Pringle and Dr. Harry MacCormac. He was himself the 
dermatologist at the old Royal Victoria Hospital, Southend, 
for many years. The 1914-18 war took him to France, 
where he served as a regimental medical officer, and subse- 
quently in the thoracic wards at No. 10 General Hospital, 
Rouen. He interested himself in good literature, in work 
for the St. John Brigade, in Freemasonry, and in cricket, 
being an enthusiastic member of a Southend medical cricket 
eleven which flourished before the outbreak of the second 
world war. Loyal to his own Scottish roots, he sent his 
son to Loretto and survived to see him obtain the high 
position that he holds in the world of thoracic surgery 
to-day. Tom Sellors belonged to the very highest type of 
general practitioner, a group of which this country has 
reason to be mighty proud. 





Medical Notes in Parliament 








PRIVATE SOLDIER’S DEATH 


Replying on July 28 to seven Questions on the death of 
Private D. Harrison in a military hospital and the court- 
martial at which Lieutenant-Colonel A. Gleave was acquitted 
of the charges against him," Mr. ANtrony Heap, Secretary of 
State for War, said: 


“Hon. Members will recall that as soon as the allegations 
of ill-treatment of Private Harrison were brought to my 
notice I ordered an immediate court of inquiry. On receiving 
the report of the court of inquiry, I had to decide what I 
should say to the House on the facts as presented to me, and 
what action I myself and the responsible authorities ought to 
take. On June 16 I gave a full and frank reply to the House 
about this case, and I said that the medical specialist and the 
day sister concerned would be reported to the appropriate 
prefessionai bodies. About Colonel Gleave I said, * As far as 
I can ascertain, no thorough inquiry was instituted by the 
commanding officer although on May 18 he stated that a 
full inquiry had already been made by himself.’ 


“The commanding officer was subsequently tried by court- 
martial on charges that he failed to investigate or report the 
allegations, and that he agreed a statement to the Press that the 
allegations had been fully inquired into when he knew that they 
had not. I still believe that the decision that Colonel Gleave 
should be tried by court-martial was correct, and I would point 
out to the House that, if he had not been tried, he would have 
had no subsequent opportunity of vindicating his reputation, 
which had been impugned. It will be realized that the charges 
against Colonel Gleave were concerned solely with the action 
which he took after the alleged ill-treatment of Private Harrison ; 
and I would stress that it was never at any time suggested that the 
commanding officer was himself personally responsible for that 
treatment. This fact I felt must be made quite clear in my 
statement to the House because, had I not been specific about 
the reasons why Colonel Gleave was to be tried and had I baldly 
stated that he was to be court-martialled, it might well have 
appeared by inference that he was alleged to be personally con- 
cerned in the treatment of Private Harrison. 

** Now that Colonel Gleave has been acquitted on the first 
charge and honourably acquitted on the second the House will 
wish to know whether this affects either the evidence or the action 
taken regarding the treatment of Private Harrison while in 
hospital. I have now had time to examine the full court-martial 


British Medical Journal, July 25, p. 230. 
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proceedings of which I have placed a copy in the Library, and, in 
the light of them, to review the court of inquiry’s evidence where 
it concerns Private Harrison’s treatment. After having done so, 
I am still of the opinion that the evidence relating to the medical 
specialist and the day sister should be placed before the 
appropriate professional. bodies. 

““I have also reconsidered whether I should institute a 
further inquiry into all the.circumstances of this case. I 
see no reason to change the view which I previously ex- 
pressed to the House that this regrettable occurrence did 
not arise from any fault in the medical system but was due 
to a failure within that system.” 


Serious Aspersions 


After this statement Mr. Head answered supplementary 
questions. Replying to Mr. F. J. BELLENGER, who asked 
whether the Minister had additional evidence which 
warranted his casting very serious aspersions on the honour 
and conduct of the commanding officer, Mr. Heap said his 
remarks had been based on the court of inquiry and the 
G.O.C. in C.’s comments on the court of inquiry. Had he 
made no specific references to why Colonel Gleave was being 
tried, the public and the House could not have come to any 
conclusion other than that it was due to his own personal 
conduct in the treatment of Private Harrison. The holding 
of a court-martial was not necessarily a sign of misconduct 
by an officer. It provided an opportunity for an officer to 
clear his own conduct. 

Replying to Mr. M. Stewart, he said his opinion on the 
evidence presented to him was that there was a fault arising 
out of the fact that the second thorough and statutory ex- 
amination after admission was not made. That evidence had 
been reported to the appropriate professional bodies. As to 
the cross-questioning of witnesses for the prosecution, the 
House would appreciate that in a court-martial it would be 
improper for the prosecution in any way to institute a state 
of affairs giving special protection of witnesses for the pro- 
secution. The main case for the defence was concerned with 
the discrediting of the witnesses against Colonel Gleave. 
Replying to Mr. J. StracHey, Mr. Heap said that, once a 
diagnosis had been made and those who were acting on it 
were doing their duty, there was often a tendency to stick to 
the treatment which had been prescribed despite the fact 
that circumstances ‘might suggest that it was false. It was 
due to the fact that this was not spotted earlier that the 
regrettable occurrence took place. 


Pillorying a Specialist 

Mr. C. S. TayLor asked whether it was not wrong to try 
to pillory a medical specialist for making what he had ad- 
mitted to be an imperfect diagnosis. Had not nearly every 
doctor at some time made a wrong diagnosis ? Mr. HEAD 
said he would be the first to agree about that. What he said 
about the medical specialist in this case was that it was 
statutory that another thorough examination should be made 
after admission. Because that thorough examination was 
never made he had reported the officer. 

Mr. HERBERT MorRISON asked whether it would not be 
a good rule that when a court-martial was to be held the 
Secretary of State should not express judgment on a person 
or on facts likely to be the subject of inquiry at the court- 
martial. Mr. Heap replied that he had specified these 
charges because if he had not specified them it would have 
beem assumed that Colonel Gleave was being tried for his 
own personal conduct. 

Mr. Heap said he had reminded all hospitals that the 
existing procedure should be strictly adhered to in all cases 


of admissions. 


Mr. HAROLD Davies asserted that the number of patients . 


in the hospital had increased from 150 to 450, but the staff- 
ing, apparently, was still the same as when there had been 
only 150 patients. 

Mr. Heap replied that this was incorrect. The medical 
officers and the subordinate nursing staff were at full 
strength. There was a deficiency of 18 nursing officers of 
the Queen Alexandra’s Royal Army Nursing Corps, which 


reflected a world-wide shortage. He was trying to increase 
recruits for that service. 
The Speaker then ‘closed the discussion. 


Grievous Injustice 


In the course of the debate on the Consolidated Fund Bill 
on July 29 Mr. F. J. BELLENGER said he wanted to ask 
the Secretary of State for War about the diagnosis made in 
the.case of the late Private Harrison. He could not imagine 
that in an illness so serious as a malignant disease, which 
was found out quite quickly when physical examination was 
carried out, it was not possible to make an earlier diagnosis. 
He asked why not only the Army doctors failed but also the 
Ministry of Labour doctors failed to diagnose the disease 
when they examined the man. Why were no x-ray photo- 
graphs taken of him? He also questioned whether such 
men as Private Harrison were really of any use to the Army. 
Was it any use filling up Army ranks with third-rate indi- 
viduals who could only be a liability to the Service? He 
then referred to the personal position of the Secretary of 
State for War (Mr. Antony Head). He believed that state- 
ments made by the Secretary of State in the House before 
the court-martial had been held had done a grievous 
injustice to one of his officers. The Secretary of State had 
said about one of his commanding officers: 


“IT have been into the whole of this serious occurrence most 
carefully.” ’ 

He then went on to say that he was convinced that it 
was not a fault in the method of procedure, but the failure 
of certain individuals to carry out their duties. He also 
said: 

“* Members of the Army Medical Service carry heavy responsi- 
bilities, and those who fail to discharge them must be called to 
account.” 

He concluded by saying: 

“‘ The commanding officer will be called to account for his con- 
duct in this matter, and is to be tried by court-martial.” 

Mr. Head had given the impression yesterday that he was 
giving Colonel Gleave an opportunity to clear himself of 
certain accusations by way of a court-martial. . 

Mr. Heap: Will the right hon. gentleman allow me to ex- 
plain that these words “‘ called to account ” literally mean “ given 
an opportunity to state why ” ? 

Mr. BELLENGER: By his own statement the right hon. gentle- 
man had assumed, as a result of the court of inquiry, that there 
was a prima-facie case of guilt against this commanding officer. 

If the Secretary of State, he continued, thought that 
Colonel Gleave should be court-martialled he should have 
said so, but he should not have coupled with that a state- 
ment which pointed to Colonel Gleave as guilty of a very 
serious offence. 

Mr. Antony Heap, Secretary of State for War, replied 
that if he had said that Colonel Gleave would be court- 
martialled there could have been nothing in the public mind 
but the inference that Colonel Gleave was accused of being 
responsible for the ill-treatment of Harrison. 

Mr. BELLENGER continued that the Secretary of State had 
impugned Colonel Gleave’s honour. Officers in the Army 
were not allowed to answer the Secretary of State back. It 
was therefore incumbent on him to be very careful about 
what he said, otherwise the morale of the Service might 
suffer. At the trial defending counsel had referred obliquely 
to Mr. Head’s statement and used it to show that Colonel 
Gleave had been prejudiced, at any rate so far as his military 
career was concerned, by something that Mr.. Head had said. 
Mr. Bellenger concluded by saying that Colonel Gleave had 
been acquitted by court-martial of the two limited charges 
laid against him, but he suspected that the administration 
of the hospital under Colonel Gleave was not all that it 
might be. 

Dr. H. Moraan said surely that was a disgracefil charge 
and insinuation to make against an officer who was now sub- 
ject to a review of his general conduct in connexion with 
this incident. It was quite unfair. Mr. BELLENGER said he 
did not think this was subject to review. 
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Mr. Head’s Reply 

Mr. Heap said in reply that Mr. Bellenger implied there 
was a scandal in the hospital and that he (Mr. Head) decided 
to avoid difficulty in the House by being extremely rough 
with his own officers, but he thought there were few things 
‘nore contemptible than such conduct. First, Mr. Bellenger 
had said it was wrong that there were no subsequent ex- 
aminations of this man after admission to hospital and that 
was a thing which should be investigated, but he (Mr. Head) 
had reported the officer concerned to the professional body. 
Secondly, Mr. Bellenger had said that they should not allow 
grade-3 men to go into the Army, but it was Mr. Bellenger’s 
Government which had introduced the admission of grade-3 
men. As to the charge of a grievous injustice to Colonel 
Gleave, Mr. Head said that he had the report of the court 
of inquiry and the G.O.C.’s comments on it, and after con- 
sultation with the Director-General of the Army Medical 
Services and other advisers he decided that the only fair 
thing was to ensure that Colonel Gleave’s Army career 
would not be prejudiced. 

If he had said nothing, the general public would have 
inferred that it was Colonel Gleave’s fault that this boy had 
had wrong treatment. What Colonel Gleave had been 
court-martialled for was nothing to do with Harrison’s 
alleged ill-treatment. It was purely concerned with what 
had happened after it was all over. He believed that that 
was better for Colonel Gleave. If he was wrong he accepted 
it, but at the time he was not being vindictive against 
Colonel Gleave, nor was he attempting to get out of the 
situation. He thought that was the best thing to do. 


Vital Statistics 


Poliomyelitis 

Poliomyelitis notifications (uncorrected) in the week end- 
ing July 25 (29th week of the year) were as follows: para- 
lytic, 151 (147); non-paralytic, 115 (76); total, 266 (223). 
This is an increase of 43 compared with the previous week, 
the figures for which are in parentheses. Districts which 
have notified 15 or more cases in the year to July 25, with 
incidences per 100,000 in parentheses, are as follows: 
Southend-on-Sea C.B., 32 (21.12) ; Liverpool C.B., 18 (2.28) ; 
Hendon M.B., 15 (9.63); Birmingham C.B., 38 (3.40); 
Coventry C.B., 53 (20.31) ; Pewsey R.D.C., 16 (87.77); Man- 
chestér C.B., 15 (2.13); Leicester C.B., 15 (5.25); Lewisham 
M.B., 16 (7.05). 

Total notifications remain at a slightly higher level than 
in the corresponding week in any previous year. But the 
increase during the week ending July 25 was largely due to 
non-paralytic cases. So far in no part of the country is there 
a focus of undue size, and it would be premature to forecast 
this year’s incidence. A further seasonal rise is to be ex- 
pected throughout August. 


Infectious Diseases 

During the week ending July 18 there were fewer notifi- 
cations of most infectious diseases in England and Wales. 
Scarlet fever notifications fell by 54 from 1,072 to 1,018; 
whooping-cough by 189 from 4,407 to 4,218; measles by 
709 from 5,504 to 4,795; and dysentery 145 from 525 to 
380. 

The largest returns of dysentery were Bedfordshire 31 
(Luton M.B. 19); Lancashire 57 (Liverpool C.B. 19, Preston 
C.B. 11, and Warrington R.D. 15); Middlesex 34 (Totten- 
ham M.B. 12); Surrey 31 (Barnes M.B. 13); and Yorkshire 
West Riding 34. 











There were 284 cases of food-poisoning notified from . 


Flintshire (Prestatyn U.D.). 


. Week Ending July 25 
The notifications of infectious diseases in England and 
Wales during the week included scarlet fever 1,037, 
whooping-cough 4,357, diphtheria 17, measles 4,394, 
dysentery 309, paratyphoid fever 11, typhoid fever 2, and 
~ food-poisoning 516. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1944—52 are shown thus ------- , the figures for 
1953 thus —————-. Except for the curves showing notifica- 
tions in 1953, the graphs were-prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending July 18 
(No. 28) and corresponding week 1952. 

Figures of cases are for the countries shown and London administrative 
county. Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire. 

‘A blank space denotes disease not notifiable or no return available. 

The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire. 































































































CASES | 1953 1952 
in Countries Be z 3 & Te ; 
and London gs 3 & £ 2 8 3 & § 
| me Z| = Zz 
Diphtheria . . | 18] 3] 2 of af 33] 2 9 a] 3 
Dysentery .. 380/ 45| 67) 5! 1} 151) 28 75, 7 2 
Encephalitis, acute..| 9) 2, 0| 0 3 0 1| Oo 
Enteric fever: ~~ 
Typhoid . at 4 us 64 3 Oo 2 4 
Paratyphoid | 5S} 2} 0} «6O1@)} 25} 02) 0} 
Food-poisoning .. | 647) 113 2 1444 8 | 0 
Infective enteritis or | | | 
diarrhoea cater | a9 
2 years 10, 37 15) 
Measles* . | 4,795] 107| 117] 166) 141] 7,541] 791) 105| = 248 
Meningococcal infec- | | i 
—: | 24) a] -17) 4) af 26] 2} 44 d 
Ophthalmia neona- 4 
torum .. | 3 S| 2 O 30, 7 «68 «OO 
Pneumoniat 4 286 5| 98 3 329) 16 147} 0 
a anaes 2: | 147117 7 d 
afralytic | 
Non-paralytic ©: | 76 1} 3} 25 of 41 i} 6 64 
Puerperal fever .. | 192) 22} 3/ 0| 1] 276 49) 16 1) 2 
Scarlet fever$ .. | 1,081) 64] 118) 23) 41] 1,038] 93) 182] 14 50 
Tuberculosis : | 
Respiratory - 133; 30 | 111) 32 
Non-respiratory. . | 23} 6 | 37 12 
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Whooping-cough .. 
- 1953 1952 
EATHS | - 
| & & ; 
in Great Towns | ,3 E 3 & g Pi 3 3 £ 
$ zZ $ 2 |i 
Diphtheria.. ..; | 0| 0 0 oO of O | Of oO 
Dysentery .. .. 9 0 |. 0 2] 1 0| 
Encephalitis, acute. . | | Oj | 0o | 1 1 
Entericfever .., 0 0| 0 0 o of 6| (Ol 
lafective enteritis or | | 
oea under | | | 
2years .. 13} 1) 1) 1 O 5| } 1) 1 
Influenza... 44 2) 0 © O 5| 3| 0 0 
Measles ..  .. | | 0 0 oO O | o | oO Oo 
Meningococcal infec- | | 
tion ee ;} Oo 9 0 | 
Pneumonia a 103) 15} 13, 7 2) 4119 18) | 8 7 
Poliomyelitis, acute | 7| 1| | @o 4| 2 0 
Scarlet fever .. 0 0 Oo O ae o | OF Oo 
Tuberontesis: - 16 , , 2 13! ‘ dé 
espiratory ‘ | 
Non-respiratory. . ‘} 6 {19 0 31} t 813 0 1 
Whooping-cough .. 2, 0} : 1, 0 = 0 | 0 0 
Deaths 0-1 year .. 213) 17; 18, 7 4{ 200) 18, 28! 7) 10 
Deaths (excluding | ae ot ae 
stillbirths) | 4,040) 533 504) 92) 116] 4,192, 607, 467, 99 144 
LIVE BIRTHS .. 7,7511166, 852| 196 196| 387] 7,7371217| 902| 192, 403 
STILLBIRTHS ..| 177, 15) 25| -~ 174 16, 24 | 





* Measles not notifiable in Scotland, whence returns are approximate. 
Tt Includes primary and influenzal pneumonia. 
§ Includes puerperal pyrexia. 


Medical News 








Lunacy in Britain—At the end of last year there were 
nearly 150,000 patients in mental institutions in England 
and Wales, according to notifications received by the Board 
of Control. The great majority were Health Service patients, 
but the total includes 5,000 private and 1,000 Broadmoor 
patients. For the last four years the number of patients 
in mental hospitals has been increasing at an average rate 
of over 1,000 a year. In their annual report to the Lord 
Chancellor the Board of Control stresses the serious over- 
crowding in the mental hospitals: according to the pre- 
scribed standards there were 17,500 more patients in these 
hospitals than they were designed to take. Equally serious 
is the shortage of nurses, as this has meant that many wards 
have had to remain closed. Nor is there much sign of 
improvement in the recruiting of mental nurses. The 
tuberculosis rate, at 6.1 cases per 1,000 resident patients, 
was the lowest for 13 years, and dysentery is said to have 
become a much less formidable illness. 


Medical Research in New Zealand.—The Medical Research 
Council of New Zealand differs from its British counterpart 
in that most of its members are nominated by learned 
bodies, the remainder being ex officio. In Britain the 
Council (with two exceptions) elects its members itself, on 
the basis of their personal scientific attainments. Two years 
ago the New Zealand M.R.C. was reconstituted by Act of 
Parliament, one of the main objects being to remove its 
yearly financial anxiety and thus permit long-term planning, 
and it has now issued its first annual report (for 1952) since 
the change. It received a Government grant of £40,000 for 
the financial year 1951-2, and with this much has been - 
achieved. In the clinical field most of the work has been 
concerned with the action of the hypotensive drugs ; dental 
research has taken the farm of epidemiological surveys and 
a physico-chemical study of caries; studies on the thyroid 
gland, started over 30 years ago by Sir Charles Hercus, are 
continuing, though now interest is centring on the role of 
the pituitary gland and the hypothalamus. Other fields of 
research activity include microbiology, neurophysiology and 
neuropathology, and nutrition. There is a small committee 
to direct research in each field. 


Nuffield Medical Fellowships.—Each year the Nuffield 
Foundation offers a number of fellowships to medical gradu- 
ates. Their aim is to fit the recipients for senior appoint- 
ments in medical teaching and research in Britain. The 
usual annual value of each fellowship is between £900 and 
£1,300 (subject to income tax), and if the recipient goes 
abroad for study his travelling expenses are paid. Application 
forms and further details are obtainable from the secretary, 
Nuffield Foundation, Nuffield Lodge, Regent’s Park, London, 
N.W.1. Selection for fellowships is made once a year ; and 
applications must be received by May 1. 


Occupational Therapy at Park Prewett Hospital.—On 
July 29 a new occupational therapy centre at Park Prewett 
Hospital, Basingstoke, was opened by the Duke of Welling- 
ton. This pleasant ceremony was preceded by a lunch at 
which there were a number of distinguished guests, the 
chairman for the occasion being Mr. R. P. Chester, chair- 
man of the Park Prewett Group Hospital Management Com- 
mittee. Park Prewett is a large mental hospital with nearly 
1,500 beds, and in addition it provides accommodation for 
the well-known plastic surgery unit at Rooksdown House. 
The hospital has had a flourishing occupational therapy 
department for some time past, and the new centre, which 
has been cheaply provided by the adaptation of huts 
formerly used for war purposes, will enable many more 
patients to take part in some form of creative activity. A 
display of work done by the patients was on view at the 
opening of the centre, and in particular some of the sculp- 
ture in Bath stone and many of the drawings were more 
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than competently executed and quite out of the usual run 
of amateur work. One piece of sculpture by a patient has 
recently been bought by Lincoln Cathedral. The manage- 
ment committee and the medical superintendent, Dr. I. 
Atkin, are to be congratulated for not allowing lack of 
capital to deter them from adding to the assets of the 
hospital. 


Travelling Awards.—The Medical Research Council 
announces the following travelling awards for the academic 
year 1953-4: 

Rockefeller Travelling Fellowships in Medicine (tenable at 
centres in the U.S.A.).—Dr. J. R. Anderson, Lecturer in 
Pathology, University of Glasgow; Dr. D. H. L. Evans, Lecturer 
in Anatomy, University College, London; Dr. O. F, Hutter, 
Assistant Lecturer in Physiology, University College, London; 
Dr. R. I. McCallum, First Assistant, Nuffield Department of 
Industrial Health, King’s College, Newcastle-upon-Tyne; Dr. J. 
Paul, Assistant Lecturer in Biochemistry, University of Glasgow ; 
and Dr. G. Watkinson, Lecturer in Medicine, University of 
Leeds. 

Eli Lilly Travelling Fellowships in Medicine (tenable at centres 
in the U.S.A.).—Dr. J. G. Millichap, Chief Assistant, Children’s 
Department, St. Bartholomew’s Hospital, London; and Dr. G. H. 
Sloane Stanley, Assistant Lecturer in Biochemistry, Institute of 
Psychiatry, Maudsley Hospital, London. 

Alexander Pigott Wernher Memorial Travelling Fellowships in 
Otology—Dr. D. R. Haynes, Department of Otolaryngology, 
Johannesburg General Hospital (second year award tenable at 
King’s College Hospital, London). 

French Exchange Scholarships in Medical Science (in associa- 
tion with the Centre National de la Recherche Scientifique).— 
Dr. D. Rowley, Bacterial Chemistry Department, Wright- 
Fleming Institute of Microbiology, St. Mary’s Hospital Medical 
School, London. 


Applied Psychology Unit.—Dr. N. H. Mackworth has 
been appointed director of the Medical Research Council's 
Applied Psychology Research Unit at Cambridge 4s from 
October 1, 1952. He was formerly assistant director. Most 
of the unit’s work will in future be done outside the Uni- 
versity Department of Experimental Psychology (which is 
under Professor O. L. Zangwill) in accommodation acquired 
by the M.R.C. at 15, Chaucer Road, Cambridge. 


British Standards Institution moves next week to its new 
quarters at 2, Park Lane, London, W.1 (Telephone No. 
MAYfair 9000). The move is expected to be complete by 
August 17. 


Dr. Janet Vaughan, principal of Somerville College, 
Oxford, is at present the only medical member of the com- 
mittee which the Chancellor of the Exchequer, Mr. R. A. 
Butler, has appointed to review the economic and financial 
problems involved in providing for old age. 


COMING EVENTS 


The Seventh Congress of the International Scientific Film 
Association will be held in London from September 18 to 
27. During this time there will be meetings of the General 
Assembly of the Association and of the permanent com- 
mittees dealing with medical, research, technical, and indus- 
trial films, and a festival of scientific films. These will 
take place in the Royal Festival Hall and National Film 
Theatre, London, S.E.1. Further particulars may be 
obtained from Dr. R. C. Mac Keith, Guy’s Hospital, Lon- 
don, S.E.1. 


Conference on Medical Photography.—The fourth annual 
conference of the Medical Group of the Institute of British 
Photographers will be held at Devonshire Hall, University 
of Leeds, from September 25 to 27. Full details and tickets 
can be had from Miss C. E. Campbell, Department of Medi- 
cal Photography, St. James’s Hospital, Leeds, 9. 


The 22nd General Hospital Reunion Dinner will be held 
at the Stork Hotel, Liverpool, on September 26. Further 
particulars may be obtained from C. Cooke, 17, Greenhill 
Avenue, Liverpool, 18. 


NEW ISSUES 


Medical and Biological Ilustration—The next issue (Vol. 3, 
No. 2) will be available in a week’s time. The contents include: 


A PustisHer Speaks. Charles Macmillan..- 
MountTING: Part II. THE Mountant. Sylvia Treadgold. 
THE PHOTOGRAPHY OF SURGICAL INSTRUMENTS. Eric Freeborn. 
THe PHoto Keratoscore. E. F. Fincham. 
A HOME-MADE SOUND Prosyecror. H. Dekking. 
A METHOD OF INVESTIGATING SMALL THREE-DIMENSIONAL OBJECTS. 
EQUIPMENT AND METHODS: 
Locat CONTROL IN PRINT CONTRAST. 
CABINET FOR LANTERN SLIDES. 
A TECHNIQUE FOR RECORDING RADIATION CHANGES IN 
PATTERNS. 
INTERCHANGEABLE FILTER HOLDER. 
THE HaAssELBLAD CAMERA. 


Issued quarterly; annual subscription £2 2s., single copy 
12s. 6d.; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. ° 


S. Engel. 


FINGER-RIDGE 


Abstracts of World Medicine.—The August issue (Vol. 14, 
No. 2), which is now available, contains abstracts of important 
papers on both medical and surgical subjects drawn from the 
medical literature of some 20 different countries and of all five 
continents. In addition to clinical medicine and surgery, the 
subjects covered include pathology, bacteriology, pharmacology, 
and chemotherapy, and there are also sections dealing with public 
health and industrial medicine, toxicology, anaesthetics, radiology, 
and the history of medicine. 

Issued monthly; annual subscription £4 4s., single copy 8s. 6d. ; 
a specimen will be sent free on request. 





APPOINTMENTS 


Hopkins, E. H. Beynon, M.R.C.S., L.R.C.P., D.P.H., Medical Officer 
of Health for the Llianelly Division of Carmarthenshire. 

SOUTH-WESTERN REGIONAL Hospitat Boarp.—J. C. Barker, M.B., oe. 
Registrar in Diseases of the Chest in the Bristol Clinical Area ; Roger 
Boulle, M.B., Ch.B., Surgical Registrar, Taunton and Somerset. Hospital 
P. A. Ritchie, M.B., B.S., M.R.C.P., Registrar in Psychiatry, Moorhaven 
Hospital, Ivybridge; Elsie M. Sibthorpe, M.D., M.R.C.O.G., D.Obst.- 
} ee Senior Registrar in Obstetrics and Gynaecology in the Bristol 

inica ea. 





BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


1953, at North Middlesex Hospital, Silver Street, 
Edmonton, London, N., to Erica arr Roberts), M.B., B.Ch., wife 
of Anthony W. Purdie, F.R.F.P.S., F.R.C.0.G., a daughter. 

Raphael.—On July 29, 1953. at the Royal Infirmary, Sunderland, to Gwen, 
wife of Dr. Montague Raphael, a daughter. 


Purdie.—On July 25, 


DEATHS 


Alderson.—On July 15, 1 at Tunbridge Wells, Kent, Frederick Herbert 
Alderson, M.B., aged 8 

Briggs.—On July 12, 1953. ‘at Premier House, Gregory a Notting- 
ham, John Arthur Oswald Briggs, M.D., F.R.C.S., aged 80. 

1953, at Lausanne, Switzerland, Edmond Etienne 


1953, at a. Kent, Joseph Ernest Good- 


Burnier.—On July 17, 
Louis Burnier, M.D. 

Calveriey.—On July 11, 
fellow Calverley, C.MG., M.D., aged 81 

Ellis.—On July 20, 1953, at Kimbolton, Hunts, John Weaver Ellis, M.C., 
M.R.C.S., L.R.C.P., aged 64. 

Forrest.—On July 10, 1953, at ei East Africa, Hugh Forrest, M.B., 
Ch.B., L.D.S. R.F.P.S., of Gla: 

7 1953, Albert Forster, M.B., B.S., of 28, Lemington 


Newcastle-upon- 

Forsyth.—On July 21, 1953, at 7a, College Lane, Bury St. Edmunds, 
Suffolk, Charles Forsyth, M.B., B.S., aged 85. 

Goodwin.—On July 15, 1953, at the R.N. Hospital, Haslar, Hants, Ernest 
A ga Sagar Goodwin, M.D., D.P.H., Surgeon Captain, R.N., 
retired. 

Mavor.—On July 25, 1953, at Ballater, George Alexander Mavor, M.B., 
Ch.B., D.P.H., late of 14, Grange Road, Edinburgh. 

Maxwell.—On July 22, 1953, in hospital, Leslie Blyth Maxwell, O.B.E., 
M.B., B.Ch., of Warren Grange, Sandy Lane, Cheam, Surrey. 

Meakin.—On July 10, 1953, Leslie Meakin, B.Chir.. M.R.C.S., L.R.C.P., 
late of Ashton Keynes, Wilts, formerly of South Croydon, Surrey. 

Ratter.—On June 16, 1953, Hubert Liewellyn Rutter, M.B.E., M.D., 
ee D.P.H., of 54, Middle Park Road, Selly Oak, Birmingham, 
ag 5. 

Scouloudi.—On July 23, 1953, Mary Scouloudi, M.B., B.S., of 29, Pem- 
bridge Gardens, London, W. 

Shaw.—On July 15, 1953, at the vs General Hospital, James Denis 
Freshwater Shaw, MR. C3s., LR.CP. 

Stokoe.—On July 11, 1953, at bis home, 10, —— Road, Scarborough, 
Yorks, John Stokoe, M.D., B.Hy., D.P.H., aged 51 


Tetley.—On July 17, ‘1953, at Hobground, Great Barugh, Malton, York- 
shire, Thomas Walsh Tetley, M.R.C.S., L.R.C.P., aged 79. 

Vassallo.—On July 23, 1953, at 150, Great Tattenhams, Epsom, Surrey, 
Saviour Michael ‘ew M.D., F.R.C.S.Ed., D.T.M.&H., late Senior 
Surgical Specialist, E. Africa, Lieutenant-Colonel R.A.M.C., Chairman 
Medical Board M.N.I., aged 62. 

Vilvandre.—On July 26, 1953, at The Thatched Comme, Redbourn, Herts, 
George Ernest Vilvandre, M.R.C.S., L.R.C.P., F.F.R. 

White.—On July 7, 1953, at St. Thomas’s Hospital, London, S.E., Henry 
Dennis White, R.CS., L.R.C.P., of Wargrave, Berks, and ‘Lynton, 


Devon, aged 32. 
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Any Questions ? 








Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here-a selec- 
tion of those questions and answers which seem to be of 
general interest. 


Sweet Taste in Diabetic’s Mouth 


Q.—A diabetic patient complains of a very sweet taste in 
his mouth which puts him off his food. What treatment is 
advised ? 


.—This symptom is not uncommon in diabetics, but in 
my experience it is very difficult to treat, as it seems to bear 
little or no relationship to the degree of control of the 
diabetes. Nevertheless, I think this is important, and the 
first step should be to obtain good control of the sugar 
level and the complete absence of ketosis. These patients 
are often introspective, but reassurance seems to be of little 
value. My own practice is to advise the use of chewing- 
gum, the flavour of which:seems to mask the sweet taste ; 
if the gum is used for a reasonable length of time the taste 
often fails to return when the , is discontinued. It is, 
of course, advisable to exclude dental sepsis, but I presume 
that this has already been done. 


Besnier’s Prurigo 
Q.—What treatment is advised for an 18-month-old infant 


with severe and intractable Besnier’s prurigo, present since 
the age of 3 months? 


A.—It is assumed that the problem is that of the severe 
asthma-eczema-prurigo syndrome and not a mere flexural 
persistence of infantile eczema. The problem in general has 
been dealt with in a reply to an earlier question (Sep- 
tember 6, 1952, p. 573). In this particular instance it is 
desirable to know more about the child, the parents and 
family, and the immediate environment, including psycho- 
logical factors, which are the most important. 

It may be assumed that there is an inborn functional, if 
not structural, variation from the normal, and that teeth- 
ing is likely to be an immediate provocative cause. Such 
infants readily harbour infection and even in early life 
acquire specific allergic sensitivities which must be investi- 
gated and dealt with. The latter are treated by removing 
allergens rather than desensitization, though resort to non- 
specific desensitization may be necessary. 

The parent-child relationships, which are usually of prime 
importance in these cases, demand careful study, and the 
parents will need guidance. Ideally, treatment would include 
complete removal from the emotionally strained environ- 
ment of the home to an indifferent atmosphere, but this is 
rarely practicable or desired. Nevertheless the parents must 
have some insight into this aspect of the problem for the 
benefit of the infant. 

Otherwise treatment is symptomatic and empirical, includ- 
ing small doses of sedatives to quieten the child, relieve 
irritation, and favour rest. The writer does not approve of 
the antihistamines for this purpose. Locally, crude-tar 
pastes, gentian violet applications, and unsaturated fatty- 
acid creams help. Soap and water aggravate the eczema. 
Antihistamine and local anaesthetic creams should be 
avoided. Many subjects are xerodermatous, and vitamin A 
in large dosage helps—100,000 iu. daily. Vitamin B 


and especially liver extract may be used with benefit. It 
would seem unwise to employ A.C.T.H. ‘or cortisone at 
this age, since it is of only temporary value. Similarly x-ray 
therapy should not be given. In milder cases the condition 
may clear, though much depends on management and the 
environmental circumstances. In a few patients the affection 
persists through life. The question of habit soon arises, and 


t 


it may be necessary in the early stages to exercise a certain 
amount of restraint—for instance, by the use of cardboard 
cuffs over the elbows. 


Premenstrual Mastalgia 

Q.—An unmarried girl of 19 has painful enlarged breasts 
for about a week before her period is due. When examined 
at this time her breasts are very much enlarged, with 
engorged lobules and a slight discharge from the nipples. 
She complains of pain in the sub-clavicular region due to 
the weight of the breasts, which necessitates a larger 
brassiére. On taking stilboestrol, 0.5 mg. three times a day 
for five days mid-menstrually, she gained some relief from 
pain and a diminution in size of the breasts was noticed, but 
her menstrual cycle was prolonged to 35 days. What treat- 
ment is advised ? 


A.—Premenstrual mastalgia in a minor degree is so com- 
mon that it can be regarded as normal. In its more severe 
form, as in the case in question, it is often part of a pre- 
menstrual tension state in which a background of over- 
anxiety may be important. The first line of treatment 
should be to restrict the intake of fluids to not more than 
30 ounces (850 ml.) in 24 hours for two weeks premenstru- 
ally, and at the same time the patient should avoid salt 
as far as possible. Sodium retention is also discouraged by 
giving ammonium chloride, gr. 10 (0.65 g.), in capsules three 
times. daily. This, together with reassurance and a well- 
fitting brassiére, may be enough. Hormone therapy is not 
very satisfactory. Oestrogens may reduce the discomfort, 
but, as the inquirer has found, at the cost of disturbing 
the menstrual cycle. Androgens are preferable, but involve 
some risk of producing masculinizing effects even though 
the dosage is small. lf any form of hormone treatment 
becomes necessary, ethisterone, 5 mg. sublingually three 
times daily for 7 to 10 days before each period, should be 
tried first. It is unlikely to have any undesirable side- 
effects and sometimes appears to be helpful. 


Streptothrix Organisms in the Vagina 


Q.—What is the significance of the recovery of organisms 
of the streptothrix group from the vagina in a case of leucor- 
rhoea? The patient is due to be married shortly. Is any 
treatment recommended ? 

A.—This finding is of little significance in itself—especially 
if the particular organism has not been cultured and identi- 
fied. Many organisms of the streptothrix group are non- 
pathogenic. In any case, the presence of organisms of any 
kind in the vagina means little unless the discharge contains 
an appreciable number of pus cells. Only if the discharge 
is purulent can it be assumed that an infection requiring 
treatment is present. 


Effect of Poor Soil and High Altitude on Vitamin Content 
of Cereals and Vegetables 


Q.—To what extent do a poor soil and high altitude (over 
12,000 ft.—3,600 m.) affect the vitamin content of vegetable 
and cereal crops? 


A.—Most experiments on the effect of the state of the 
soil on the nutritive value of plants have indicated that 
poor soil depresses the quantity of crops rather than their 
vitamin. content. It has been found, however, that the 
carotene content of grasses is greatest in young, rapidly 
growing plants. The vitamin C content of potatoes, more- 
over, increases as the plants reach maturity, and therefore 
depends upon factors, such as the state of the soil and the 
geographical latitude, which affect the rate of maturing. Any 
conditions which make grass parched and brown, or which 
retard the maturing of potatoes, might therefore be expected 
to lower their vitamin content. 

As yet there is no evidence to show that an altitude of 
12,000 ft. (3,600 m.) affects crops directly, although asso- 
ciated drought, poor soil, or rapid changes in temperature 
would certainly hinder growth. 
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Tinned Orange Juice 


Q.—How does the vitamin content of orange juice from 
tins compare with that of fresh oranges? Is it reduced 
by the canning processes ? 


A.—Orange juice is mainly valuable as a rich source of 
vitamin C. Although this vitamin tends to be unstable to 
heating and storage, any competent manufacturer can adopt 
precautions during the canning of the juice which will ensure 
the preservation of almost all of its original contents of 
vitamin C. A statement of the vitamin C contents on the 
label of the can makes the manufacturer legally responsible 
for his product containing the amount indicated. Glass con- 
tainers would appear to offer no advantages over cans, 
except possibly when the juice has to be stored for unusually 
long periods. 


Desquamation of the Soles 


Q.—What is the cause of recurrent irritation followed by 
superficial desquamation of the soles of the feet, especially 
over the metatarsal heads? The condition first developed 


in a healthy boy of 8 years towards the end of the summer, ‘ 


after wearing sandals without socks for a few months, but 
has recurred after wearing socks and boots for several 
months. The skin appears normal until desquamation 
occurs, but the preceding irritation—which lasts several 
weeks—is most tiresome. The skin between the toes 
appears normal. 


A.—The possible internal causes of the attacks of irrita- 
tion and desquamation described are an allergy to drugs, a 
focus of sepsis, or emotional and nervous causes. In the 
latter case an accompanying hyperidrosis would be prob- 
able. The pompholyx of nervous origin is closely allied. 
Local causes would include possible sensitization to rubber 
soles or some other element of the footwear, and—less likely 
from the history—fungous infection. 


Whisky Rash 

Q.—I gave a patient some injections of penicillin and then 
the patient took some whisky (after the fourth daily injec- 
tion). Within a few hours the patient developed an urticarial 
rash, which in the course of a day or so spread all over his 
body. He felt very ill and ran a temperature of 101 to 
102° F. (38.3 to 38.9° C.) for a few days. Treatment cleared 
up the trouble after four or five anxious days. Now this 
patient finds that every time he has a drink of whisky he 
breaks out in an urticarial rash. He is very anxious to 
know if he will always have this trouble, as he is very fond 
of his drink. 

A.—There is unfortunately no indication of the time that 
has elapsed since the development of the first rash and the 
subsequent attempts at drinking whisky. It is, however, 
highly unlikely that the patient has developed a sensitivity 
to whisky. The probable explanation is that the whisky 
acts as a peripheral vasodilator and causes a reappearance 
of the rash, which has not completely subsided. Should 
the unfortunate patient still be experiencing this difficulty 
he should try taking 50 mg. diphenhydramine hydrochloride 
(“ benadryl”) about half an hour before taking a drink, 
and if this is not sufficient the dose could be increased till 
the symptoms are suppressed. 


Calcified Veins and X Rays 


Q.—Is there any known relationship between exposure to 
x rays and calcification of veins? A man aged 66, em- 
ployed as a radiographer, has been complaining of pain, 
heaviness, and weakness in his legs. A radiograph has dis- 
closed calcification in the veins-of the thigh. What is likely 
to be the cause ? 


A.—There is no known relationship between x rays and 
venous calcification. It is, in fact, a rare condition, unlike 
arterial calcification, which must not be confused with it. 
Old thrombosis, particularly that caused by sclerosing 
injections for varicosity, is the commonest cause. If this 


is excluded general metabolic diseases such as hyperpara- 
thyroidism, in which renal lithiasis, osteoporosis, and hyper- 
calcaemia occur, must be sought. Unless a specific cause 
is found the treatment is symptomatic—by the use of oral 
analgesics and a supporting bandage. 


Chloroform and Trichlorethylene 


Q.—is there any truth in the belief that the use of chloro- 
form after trichlorethylene analgesia during labour is 
specially dangerous ? 

A.—There is little published work to indicate whether 
the previous administration of trichlorethylene increases the 
dangers of chloroform anaesthesia. The extra danger in- 
volved is probably small compared with the already con- 
siderable one of the chloroform itself. 


NOTES AND COMMENTS 


Holiday T.A.B.—Mr. ANnprew Hicks (Nairobi) writes: I was 
in a somewhat similar position to your questioner (“ Any 
Questions ? ” June 6, p. 1289) last year before coming out here 
with two children aged 11 months and 4 years. Inquiries among 
my colleagues, clinicians and pathologists, revealed a general 
consensus of opinion similar to your expert’s. However, within 
a few months of arrival I came across a case of paratyphoid B 
in an infant of 11 months, and practitioners out here say that 
such a happening is by no means a rarity. I would suggest that 
the later months of the first year of life are a dangerous time 
from this point of view, as the child is crawling and walking, 
is widening the scope of his diet, and popping all sorts of interest- 
ing things into his mouth. Might not an upper limit of six 
months be safer than twelve? The position is simplified here, 
there being available a specially diluted alcoholic vaccine for 
young children, which has produced very little local or general 
reaction in my experience. 

Our Expert writes: Acute gastro-intestinal infection (food- 
poisoning) with the Salmonella group of organisms can certainly 
occur, and is sometimes severe in infants. I suspect that the para- 
typhoid infections that occur at this age mostly fall into this 
category, and it is doubtful if prophylactic vaccination will give 
much protection against this kind of infection. But I agree that 
there is no harm in giving an infant of 6 months injections of 
a suitably diluted vaccine. 


Midge Repellents.—Dr. J. T. INGRAM (Leeds) writes: With 
reference to the question on this subject (“Any Questions ? ” 
July 18, p. 162), some patients are protected against midges by 
taking ephedrine, } gr. (16 mg.), once or twice a day. An 
old-fashioned repellent, used as local application, is cod-liver oil. 
It can be effectively dispensed in a non-greasy base with phenol 
and oil of citronella to mask the smell. 


Corrections 


In our report of the meeting of the Section of Anaesthetics 
(July 25, p. 216) the name of the speaker who gave an account 
of 500 cases of hypotension should have been given as Dr. W. N. 
Rotrason, of Hull. 

The diplomas of Surgeon Rear-Admiral T. N. D’Arcy, C.B., 
C.B.E., should have read L.R.C.P.&S.I., and not L.R.C.P.&S.Ed., 
as stated in the list of promotions in, and appointments to, the 
Venerable Order of the Hospital of St. John of Jerusalem 
(Journal, July 18, p. 146). 


“Any Questions? *? Book.—The second book of selected 
“Any Questions?” is available, price 7s. 6d. (postage 6d.). 
Copies may be obtained either direct from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1, or 
from booksellers. 
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